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Déchaume, M., and Condamin, F.: Depressed 
Fractures of the Anterior Wall of the Frontal 
Sinus (Des enfoncements de la paroi antérieure du 
sinus frontal). Lyon chir., 1927, xxiv, 269. 


Depressed fractures of the anterior wall of the 
frontal sinus occur more frequently in males than in 
females and are usually due to direct trauma caused 
by firearms, spikes, falls, blows, or kicks. There 
may be damage to the supra-orbital nerve, dura, 
brain, venous sinuses, walls of the orbit, frontal or 
oculomotor nerves, submaxillary sinus, ethmoidal 
sinuses, nasal cavity, or frontonasal duct. 

The symptoms may be slight, but the location of 
the lesion and the associated deformity may suggest 
the diagnosis. A diagnostic sign of importance is 
prolonged unilateral epistaxis. There may be slight 
cedema of the eyelid, periocular ecchymosis, and 
crepitation. Subcutaneous emphysema is not very 
common, but is a valuable sign. The escape of 
cerebrospinal fluid occurs only when there is injury 
to the dura. As a rule there is no loss of conscious- 
ness at the time of the injury. 

If treatment is not given, a pneumatocele, sinusi- 
tis, osteomyelitis, or suppuration with nasal com- 
plications may occur. Fistula develop if the skin is 
broken. Other possible complications are pachy- 
meningitis, meningitis, and cerebral abscess. The 
prognosis is usualiy good, but depends upon the 
time at which treatment is given. Late complica- 
tions may occur. 

The treatment is simple. It should be given for 
all injuries regardless of their surmised extent. In 
the authors’ cases an incision is made over the 
sinus and all bony spicules and foreign bodies are 
removed. The whole sinus and the frontonasal 
duct are then explored. Closure is effected without 
drainage, but in some cases a pack may be left in for 
forty-eight hours. Few or no dressings are applied. 
Pressure on the wound must be avoided. If a de- 
pression persists after this treatment a graft of fat 
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or an osteoperiosteal graft may be tried. Metal and 
rubber plates are to be condemned. 

If complications (sinusitis, fistula, etc.) develop 
after the operation the wound should be re-opened 
and a search made for the source of the trouble. If 
the frontonasal duct is closed, an attempt should be 
made to open it. If this fails, some operative 
measure such as the Ogston-Luc or Guisez procedure 
may be tried or an attempt made to obtain fibrous 
obliteration of the cavity. 

A number of cases are reviewed from the literature 
and three new cases are reported. 

Micwaer L. Mason, M.D. 


Portmann, G., and Despons, J.: Surgical Interven- 
tion in Infections of the Lateral Sinus and In- 
ternal Jugular Vein (L’intervention chirurgicale 
dans les infections du sinus latéral et de la veine 
jugulaire interne). Rev. de chir., 1927, xlvi, 244. 


The history of surgical operation in phlebitis of 
the lateral sinus and internal jugular vein is re- 
viewed since Zaufal first practiced. ligation, lavage, 
and drainage of the internal jugular in 1880. In the 
authors’ operation the first stage is a mastoidectomy 
and the second stage is incision and curettage of the 
lateral sinus. An incision is made along the ante- 
rior border of the sternocleidomastoid, beginning at 
the hyoid bone and ending a finger’s breadth above 
the clavicle, and a double ligature is applied to the 
internal jugular below the area of phlebitis and below 
the thyrolinguofacial trunk if it is thrombosed. The 
lacerated foramen is then trephined through the 
mastoid incision, the bulb of the jugular being ex- 
posed. The mastoid and carotid incisions are then 
united, the whole trunk of the jugular to the bulb 
being exposed, and the vein is sectioned between the 
two ligatures. The resected fragment is from 7 to 8 
cm. long. 

On the completion of the resection the bulb is 
tamponed with iodoform gauze and a drain is in- 
troduced and brought out at the lowest point of the 
wound. 


\EDT 
Tess 
INEY 
LARK 
Guy 
S. 
SSLIE 
MAN- 
\RLES 
I 


INTERNATIONAL ABSTRACT OF SURGERY 


After the operation the wound is irrigated with 
physiological salt solution and dressed every second 
day. If there is too much suppuration, Dakin irriga- 
tion is done every three hours. 

The results of the operation are good. A case is 
reported in detail. Resection of a part of the jugular 
does not seem to have any more serious effects than 
simple ligation. The authors were unable to avoid 
section of the external branch of the spinal accessory, 
but it did not.cause any symptoms. There was little 
atrophy of the muscles. Electrical examination 
showed that motility was not completely abolished. 
The esthetic result was good; the scar was almost 
exactly in the carotid groove and did not show very 
distinctly. 

The treatment of thrombophlebitis of the sinus 
and jugular vein is entirely surgical, and operation 
tends to become more and more radical. The object 
is not simply to drain the focus of infection but to 
remove it. Auprey G. Morean, M.D. 


Schaffer, A. J., and Jacobsen, A. W.: Mikulicz’s 
Syndrome: A Report of 10 Cases. Am. J. Dis. 
Child., 1927, xxxiv, 327. 

The authors report 10 case histories and sup- 
plement them by photographs of several of the 
patients. 

Four of the patients had lymphatic leukemia— 
3 children with the acute form and 1 adult with the 
chronic form. All died from 2 to 8 months after 
they were first seen. One patient had lymphosar- 
coma and died 3 years after the appearance of 
enlargement of the salivary glands. Another 
suffered from the malady for which Heerfordt 
coined the term “febris uveo-parotidea subchronica”’ 
and recovered completely. 

The 4 other patients must be classed as suffering 
from Mikulicz disease proper as no definite etiolog- 
ical agent could be discovered. In 1 of them, all 
of the possible causative factors were definitely 
excluded. The 3 others admitted syphilitic infec- 
tion; 2 had scars of the primary infection and 1 a 
positive Wassermann reaction of the blood serum 
at the time of examination. Syphilis was present 
also in the other 2 adults, the patient with lympho- 
sarcoma having a positive Wassermann reaction 
and the adult with leukemia giving a definite 
history of the infection. However, in the present 
state of our knowledge it seems unwise to assume 
that syphilis was the cause of the syndrome. Of 
these 4 patients, 1 has entirely recovered and 1 died 
of pneumonia shortly after admission to the hos- 
pital. With regard to the 2 others, no information 
is obtainable. Material for pathological study was 
obtained in only 3 of the cases. 

In the cases in which no etiological factor can be 
found with any degree of assurance—those of so- 
called Mikulicz disease—the pathological picture 
is of 2 types. There may be either an increase 
in the lymphoid elements in the glands—diffuse, 
in small aggregations, or both—or a hyperplasia of 
the connective tissue elements with ultimate diffuse, 


scarring. The latter is considered by many to be 
the end-stage of the former. 

The authors discuss Howard’s and von Brunn’s 
classifications, but suggest dividing the conditions 
into 2 large groups, a symptomatic and an idio- 
pathic, as follows: 

1. Mikulicz disease: (a) familial, (b) Mikulicz 
disease proper. 

2. Mikulicz syndrome: (1) leukemia, (b) tuber- 
culosis, (c) syphilis (?), (d) lymphosarcoma, (e) 
toxic (lead, iodides, etc.), (f) gout (?), and (g) febris 
uveo-parotidea subchronica. 

Cart B. STEINKE, M.D. 


Lenormant, C., and Darcissac, M.: Metallic Loops 
Through the Bone to Hold the Ascending 
Rami in Place in Fractures of the Lower Jaw; 
Their Use in a Case of Bilateral Retrodental 
Fracture (Le procédé des ‘“‘anses métalliques trans- 
osseuses” pour la contention des branches mon- 
tantes dans les fractures du maxillaire inférieur; son 
application dans un cas de fracture double rétro- 
dentaire de la machoire inférieure). Bull. et mém. 
Soc. nat. de chir., 1927, liii, 503. 

The method described was used in a case of bilat- 
eral fracture of the lower jaw back of the teeth in a 
man 48 years of age who sustained the injury in a fall 
from a bicycle. The horizontal part of the lower jaw 
containing the only 6 remaining teeth had fallen 
forward so that the direction of the teeth was 
horizontal. On the right side the fracture was at the 
angle of the jaw, and on the left side at the mental 
foramen. 

Soon after the accident a metallic ligature was 
applied to fix the anterior fragment to the middle 
right upper incisor. A week later, under general 
anesthesia, the skin was incised along the posterior 
border of the jaw, a hole was bored at the angle 
on each side 3 mm. from the edge, and a copper wire 
of the size usually employed in surgery was passed 
through the hole and twisted to form a loop. The 2 
loops were tied together with a piece of strong cloth. 
By tying this cloth tightly over tampons on the 
nape of the neck, very strong anteroposterior trac- 
tion was produced on the ascending rami. Still 
stronger traction was produced on succeeding days 
by having the patient open his mouth as wide as 
possible so as to overcome the action of the levators. 

After the tenth day no intrabuccal apparatus was 
necessary, and on the thirtieth day the loops were 
removed and the patient discharged with almost 
complete consolidation. Auprey G. Morcan, M.D. 


‘ Sprawson, E.: Further Investigation of the Pathol- 


ogy of Dentigerous Cysts, with a New Treat- 
ment Based Thereon. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 1781. 

Sprawson contends that the sequel of caries in 
deciduous teeth are in no way different from those 
occurring in permanent teeth, but are less often 
seen because of the much shorter time the de- 
ciduous teeth remain in the jaws. The only his- 
tological difference between the granulomata on 
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deciduous and permanent teeth is that in the for- 
mer there are much grosser masses of epithelium, 
probably because of the greater vascularity of that 
part during the active tooth-forming and tooth- 
absorbing period and the greater youth and activity 
of the epithelial cells involved. 

The new features of the operation described are 
the preservation of the tooth involved in the cyst 
and the retention of a considerable portion of the 
cyst lining. The operation is simplified into opening 
of the cyst cavity freely enough to merge it into 
the buccal cavity. Drainage then becomes almost 
automatic and lavage is facilitated. The cyst lining 
is not removed because it is epithelial and therefore 
protective. If it were removed there would be con- 
siderable risk of damage to the involved permanent 
tooth which it is desirable to conserve; there would 
be also a very much larger raw surface open to in 
fection and the absorption of toxins after the 
operation; and there would be more hemorrhage and 
pain. There does not seem to be much object in 
removing one epithelial lining when the desirable 
ultimate result is that another epithelial covering 
shall grow in from the edges of the wound and 
replace it. The new operation is much simpler and 
shorter than the old procedure and does not require 
packing of the wound to arrest hemorrhage. 
Sprawson is aware that similar retention of the cyst 
lining is occasionally practised in the treatment of 
dental cysts. This treatment conserves the perma- 
nent tooth. 

The author reports 4 cases in which the new 
operation was performed. The patients were 9, 
9'4, 6, and 8 years of age. In every case the perma- 
nent tooth was saved. 

In conclusion the author claims to have demon- 
strated the following facts: 

1. Granulomata occur on deciduous teeth. 

2. Dental cysts occur on deciduous teeth. 

3. When dental cysts occur on deciduous teeth 
—, may envelop adjacent unerupted permanent 
teeth. 

4. Cysts on deciduous teeth may obstruct, de- 
lay, - misdirect the eruption of adjacent permanent 
teeth. 

5. On the removal of the obstruction, eruption of 
the underlying tooth may be resumed. 

6. When, in the process of growth, a dental cyst 
envelops an unerupted tooth, a dentigerous cyst is 
produced. 

Sprawson has attempted to prove only that 
dentigerous cysts frequently and, indeed, usually 
arise from septic deciduous teeth—not that they 
always do so. 

The article contains several roentgenograms, 
illustrations of serial models, and photomicrographs 
of sections. 

The dental cyst, dentigerous cyst, cyst of eruption 
over a deciduous tooth or a permanent tooth which 
has no predecessor, and the cyst of eruption over a 
permanent tooth which had a deciduous predecessor 
are discussed briefly. Cart R. STEINKE, M.D. 
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Finnoff, W. C.: Dry Sterilization of Instruments. 
Am. J. Ophth., 1927, 3s. x, 598. 


In the dry sterilization of instruments recom- 
mended by the author the instruments are placed in 
suitable containers which are wrapped with 2 layers 
of heavy wrapping paper and labeled. They are 
then placed for half an hour in an electric sterilizer 
automatically controlled by a thermostat which 
keeps the temperature at 160 degrees C. (320 de- 
grees F.) On their removal they are kept in the paper 
until they are used. 

It has been found that a temperature of 121 
degrees C. (250 degrees F.) for 40 minutes will de- 
stroy practically all bacteria and spores. 

The advantages of the method are that it pre- 
serves the instruments from rusting; the instruments 
are subjected to less handling and accordingly there 
is less chance that sharp points and edges will be 
dulled and less chance of infection; more thorough 
sterilization is obtained; and the possibility of car- 
bolic burns of the eye are avoided. 

Finnoff has used the method for 2 years. He 
recommends it not only for ocular instruments but 
also for spinal puncture needles, syringes, and in- 
struments for emergency use in the office or else- 
where. 

The only objections to the procedure are that 
several sets of instruments are necessary and they 
must be prepared a day or so before they are to be 
used. Tuomas D. ALLEN, M.D. 


EYE 


Key, B. W.: Protein Therapy in Practice. Am. J. 
Ophth., 1927, 3 s. xX, 666 

Key emphasizes the beneficial results to be ob- 
tained from the use of foreign protein, especially 
antidiphtheritic serum, in hypopyon keratitis, in- 
fection following penetrating wounds of the cornea, 
and iritis. In 3 cases of iritis, remarkable clearing 
was noted following such treatment. Key uses 
protein therapy always in addition to the usual 
local measures. Tuomas D. ALLEN, M.D. 


Noguchi, H.: Experimental Studies of Trachoma. 
Arch. Ophth., 1927, lvi, 423. 


Material removed from the conjunctiva of known 
cases of trachoma was injected subconjunctivally into 
monkeys without producing any reaction. When the 
same material was cultured on ordinary media, a 
growth of staphylococcus, bacillus xerosis (a sarcina- 
like organism), and a small motile gram-negative 
bacillus was obtained. None of these produced 
trachoma-like lesions in monkeys. The active or- 
ganism was found to be a small pleomorphic 
bacilliform organism which was motile only under 
certain conditions and grew on a semisolid medium 
containing fresh animal serum and hemoglobin. 
Of 12 monkeys inoculated with this organism, a 
trachoma-like inflammation resulted in all but 1.. 
In 1 animal, scar formation began 7 months later. 
Three recovered after having conjunctivitis for 


n’s 
ons 
lio- 
icz 
er- 
(e) 
ris 
ng 
Ww; 
tal 
ns- 
on- 
son 
To- 
at- 
1a 
all 
aw 
len 
yas 
he 
tal 

yas 
lle 
ral 
ior 
gle 
ire 
ed 
2 
th. 
he 
‘ill 
as 
rs. 
‘as 
re 
st 
- 
it- 
d., 
in 
se 
en 
le- 
is- 
on 


4 INTERNATIONAL ABSTRACT OF SURGERY 


about 3 months. In some, the disease was trans- 
mitted spontaneously to the uninoculated eye. It 
was possible to transmit the disease also to other 
monkeys by inoculation. 

Pathologically the disease denite resembles the 
human variety, especially in species of monkeys 
which have ioose subconjunctival tissue. The fol- 
licles are characteristic, dark-staining lymphocytes 
in a laminated periphery with lighter centers of 
mononuclear vesicular cells, often capsulated. So- 
called Villard’s phagocytes and mitosis are common 
in the central area. This is the first instance of tra- 
chomatous infection in animals produced directly 
from cultures. SAMUEL A. Durr, M.D. 


Roenne, H.: On the Mechanics of the Squint 
Operation. Arch. Ophth., 1927, lvi, 428. 


Various mechanical aspects of operations for the 
correction of squint are commonly misunderstood. 
An advancement of 10 mm. will not turn the cornea 
10 mm., but combined recession of 10 mm. on the 
opposing muscle will accomplish it. A tenotomy re- 
tracts the muscle only slightly, but reduces its 
tension. After complete healing, the tension of the 
tenotomized muscle and the opposing muscle must 
be equal. Theoretically, exophthalmos should reduce 
the tension of the obliques and increase the tension 
of the recti, but muscle balance is not affected. As 
the muscles very quickly adapt themselves to the 
new situation, there is no interference with co- 
ordination. 

In a follow-up of a large number of cases in which 
tenotomy was done in the period from 1870 to 1910 
it was found that the incidence of secondary diver- 
gent squint constantly decreased with the use of 
better technique and, as would be expected, was 
twice as great following double tenotomies as follow- 
ing a single tenotomy. As secondary deviation is 
less common in young persons, the possibility of 
its development should not mitigate against early 
operation. 

The insertion of sutures is important since it is 
possible to produce a difference in elevation by in- 
serting one suture too high or too low. The insertion 
of sutures through the base of the cut tendon pro- 
duces less of an effect than their insertion far for- 
ward, above and below the cornea. The latter 
method causes most postoperative pain because the 
tension on the muscle loop is greater. 

SAMUEL A. Durr, M.D. 


Griscom, J. M.: Essential Atrophy of the Iris. 
Am. J. Ophih., 1927, 3 s. X, 647. 


Griscom presents drawings and a complete report of 
the slit-lamp examination ina case of essential atro- 
phy of the iris. In one iris there were two complete 
holes and two other spots where only retinal pigment 
remained. Bordering these areas, the stroma had 
the streaked appearance presented by snow which 
is rapidly melting under the influence of a warm sun 
and wind. The endothelial cells had been almost 


completely destroyed, but there were no evidences of 
inflammation. The tension was increased to 35 mm. 
Hg. The visual field was diminished especially on the 
nasal side, and the central vision was reduced to 
20/40. 

The article is concluded by a short review of the 
explanations of the condition given by other oph- 
thalmologists. Tuomas D. ALLEN, M.D. 


—_, D. B.: The Cultivation of Lens Epithelium 
n Vitro. Arch. Ophth., 1927, lvi, 450. 


The slit-lamp has demonstrated opaque areas in 
lenses functioning normally, showing that clear 
cortex can be formed over such a spot. The lens 
nutrition was investigated in an attempt to study 
the growth of cortical cells outside the body. 
Fischer was unable to grow lens tissue. A long series 
of experiments demonstrated that living lens cells 
from 5-day chick embryos can be grown on special 
media outside the body, and that the lens can then 
be dissected free from al] extraneous cells. Lens 
epithelium is always contained within a capsule, and 
under proper conditions will live and multiply out- 
side the body and can be brown in subcultures. 

SAMUEL A. Durr, M.D. 


Pavia, J. L., and Dusseldorp, M.: Cataract Ex- 
traction. Am. J. Ophti., 1927, 3 s. x, 661. 


The authors’ technique for cataract extraction dii- 
_ from the usual method in the following partic- 
ulars: 

1. The formation of a conjunctival bridge which 
is sutured after the extraction. 

2. Maximal dilatation of the pupil with homatro- 
pine and cocaine before the operation, and the 
instillation of eserine immediately after the opera- 
tion. 

3. The injection of milk immediately after the 
operation and again on the third and fifth days. 

The importance of thorough anesthesia is 
emphasized. 

The method described has been used in 100 
cases without a single loss of vitreous or postopera- 
tive infection. In every instance it was followed by 
rapid and uneventful healing. 

Tuomas D. ALLEN, M.D. 


Yudkin, A. M.: Bilateral Prepapillary Vascular 
Loop of the Retinal Artery. Arch. Ophth., 1927, 
lvi, 474. 


The patient whose case is reported was a colored 
girl 14 years of age. With correction for a slight 
hyperopic astigmatism, her vision and visual fields 
were normal. The central artery divided into two 
branches on the disk. From the lower one sprang a 
spiral loop, protruding into the vitreous 2 or 3 
diopters. The entire loop pulsated synchronously 
with the radial pulse, and the recurrent branch was 
slightly darker than the retinal arteries. No rem- 
nants of the hyaloid arterial system were seen with 
the slit-lamp. 
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A review of the literature on similar conditions is 
given. The author agrees with Leber and von 
Hippel that the abnormality is not due to inflam- 
mation and is not a relic of the hyaloid artery. 

SAMUEL A. Durr, M.D. 


Wagener, H. P., and Gipner, J. F.: Arterial Spasm 
and Occlusion of Branches of the Central Artery 
of the Retina. Am. J. Ophth., 1927, 3 s. x, 650. 


The authors review the history and findings in 2 
cases of spasm in a branch of the central retinal 
artery and compare them with the history and 
findings in 3 cases of arterial thrombosis. The first 
condition, they contend, never leads to permanent 
blindness; its characteristic picture is complete 
invisibility of the artery distal to the spasm during 
the spasm and restoration to normal subsequent to 
the spasm. Tuomas D. Atten, M.D. 


EAR 


Marriott, McK.: Pediatric Aspects of Otolaryngol- 
ogy. Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 
686. 


Marriott states that when an infant has been 
taking a suitable food in adequate amounts and 
fails to gain, the food is not at fault and an infection 
must be sought. The infection most frequently re- 
sponsible for nutritional disturbances is otitis media. 
The findings in this condition, particularly in the 
cases of extremely malnourished or athreptic in- 
fants, are slight changes in the drums (sagging of the 
posterior superior canal wall just external to the 
tympanic membrane) which often can be seen only 
with the electric otoscope. Usually immediate an- 
trotomy under local anesthesia brings about 
amelioration of the symptoms (diarrhoea, vomiting, 
and a slight increase in the temperature and leuco- 
cyte count) followed by recovery. 

In children beyond the age of infancy, sinus in- 
fections are frequent and give rise to a wide variety 
of symptoms. Tuberculosis is often simulated, but 
treatment of the sinuses rapidly clears up the 
picture. Chronic bronchitis with bronchiectasis may 
be produced, or there may be repeated attacks of 
abdominal pain. In some children with sinus disease 
the symptoms of asthma are noted. A definite 
sensitization predisposes to sinus infection on ac- 
count of the hypertrophic condition of the mem- 
branes. Rheumatic endocarditis, chorea, and articu- 
lar rheumatism are frequently accompanied by sinus 
disease, and clearing of the sinus infections is the 
best means of preventing their recurrence. Ne- 
phritis is one of the most important and distinct 
manifestations of nose and throat infection, and is 
practically always to be found in nephrosis. In glo- 
merular nephritis there is usually a streptococcic 
infection. 

The general diagnosis of sinus disease may be made 
by the pediatrist, but to determine the particular 
sinus involved, examination by an otolaryngologist 
is necessary. Manrorp R. Wattz, M.D. 
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Barlow, R. A.: Does a Vitamin-Deficient Diet Cause 
Deafness? Results of Animal Experimentation. 
Laryngoscope, 1927, Xxxvii, 640. 

The author carried out a series of experiments on 
rats, extending over a period of two years, to de- 
termine the relationship between rickets and deaf- 
ness. The results indicate that even in severe cases 
of rickets the calcium content of the bony capsule is 
not appreciably altered. In rats on a diet deficient 
in Vitamin D there was no demonstrable loss of 
calcium in the bony labyrinth although the long 
bones showed a definite loss in calcium and an in- 
crease in canalization. The comparative study of 
roentgenograms of normal and rachitic rats showed 
no loss of calcium in the latter. 

From these findings it appears that rickets is not 
an etiological factor in deafness, and that there is no 
reason to believe that a child who has had rickets is 
likely to become deaf. Jamrs C. ERaswet, M.D. 


Shambaugh, G. E.: Explanation for the Symptom 
of Paracusis Willisi: A Demonstration. Arch. 
Otolaryngol., 1927, vi, 228. 

In the cases of persons with normal hearing, the 
acuity of hearing is decreased by extraneous sounds. 
This decrease is apparent throughout the tone 
range, but is greatest for the lower tones. A defect 
in hearing due to stapes fixation is increased rather 
than decreased by extraneous sounds. 

In noisy surroundings, the person with normal 
hearing tends to raise his voice to overcome the 
handicap, but the person who is deaf because of 
stapes fixation does not experience the handicap 
because the deafness for low tones effectually shuts 
out most of the extraneous sounds. Accordingly, 
the handicap experienced from obstructive deafness 
may be less than that experienced by the normal 
person as the result of extraneous sounds. This ex- 
plains why, while riding on a train, for example, a 
deaf person often hears the voice better than a person 
with normal hearing.  JamrsC. Braswett, M.D. 


Lierle, D. M.: Otitis Media in Infants. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 604. 


A syndrome of intestinal disturbances produced by 
otitis media in infants has been described frequently 
during the past 2 years and the author here reviews 
a group of 100 cases. The infant with this condition 
becomes critically and suddenly ill, with marked 
dehydration. loss of weight, high fever, diarrhoea, 
and periods of syncope. Examination of the ear 
shows drumhead changes or bulging of the posterior 
superior walls. In 92 of the cases reviewed these 
findings were bilateral and there was associated 
paranasal sinus disease. 

The prognosis is dependent upon the duration of 
the infection, the presence of other systemic com- 
plications, and the virulence of the organism. 

Repeated myringotomies may be necessary for 
drainage, but when these are unsuccessful and there 
is bulging of the posterior superior wall a mastoidec- 
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tomy is indicated. This should be done under chloro- 
form-oxygen anesthesia with a maximum time limit 
of 5 minutes. Georce R. McAuttrr, M.D. 


Dean, L. W.: Acute Otitis in Infants: Its Influence 
on Certain Systemic Conditions and the In- 
fluence of These Conditions on the Method 
of Treating the Co-existing Acute Otitis. Arch. 
Otolaryngol., 1927, vi, 201. 


In Dean’s opinion, the symptoms which lead to 
the discovery of otitis in infants and the conditions 
which determine the choice of treatment are more 
often pediatric than otologic. Refusal of food, de- 
hydration, diarrhoea, and loss of weight may be 
factors determining whether myringotomy or mas- 
toidectomy should be performed. 

In the treatment, the otologist and pediatrician 
must work in the closest co-operation and must have 
complete confidence in each other. The pediatrician 
should not confine his work to the general treatment 
of the child, but should enter actively into the dis- 
cussion of the need for myringotomy or mastoid- 
ectomy. 

As paranasal sinus disease is often associated with 
acute otitis, treatment for both conditions is 
usually advisable. It is often difficult to decide 


which of the two is most influential in causing the 
systemic disease. 


James C. Braswe tt, M.D. 


Chapman, S. J.: Tuberculosis of the Middle Ear, 
with Especial Reference to Heliotherapy. 
Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 631. 


In his sanitarium practice, the author sees from 4 
to 6 cases of tuberculous otitis media per 100 
patients and, contrary to the usual findings, the 
condition is discovered as a rule in adults. In most 
cases it begins insidiously with aural discomfort. 
Later there is a seropurulent discharge. Inflamma- 
tion of the drum is ordinarily of a low grade, and, 
in adults, mastoid tenderness is uncommon unless 
mixed infection is present. Facial paralysis is a 
fairly common complication, but labyrinthitis and 
meningitis are less frequent. 

The diagnosis is made from the characteristic 
onset, the middle ear findings, the chronicity, the 
presence of an adjacent or remote tuberculous focus, 
the discovery of tubercle bacilli in the discharge 
on examination of smears or guinea-pig inoculation, 
and the findings of pathological examination of 
excised tissue. 

Boric acid irrigation is employed when the dis- 
charge is profuse, but later simple wiping out of the 
canal will suffice. Heliotherapy is of definite value 
and worthy of trial in chronic cases. The sunlight 
is reflected by means of a modified solar laryngo- 
scope. The patient treats himself, beginning with a 
half-minute exposure once or twice daily and in- 
creasing it half a minute a day up to 15 or 20 
minutes. In the author’s opinion his results have 
been sufficiently encouraging to warrant the con- 
tinued use of heliotherapy. 

GeorcE R. McAuttrr, M.D. 


Sidbury, J. B.: Mastoiditis in Infants: A Report of 
40 Operated Cases. South. M.J., 1927, XX, 713. 
Forty surgically treated cases of mastoiditis in 
infants are reviewed. Twenty of these cases pre- 
sented the picture of an acute gastro-intestinal in- 
toxication. The primary examination of the ears 
was frequently negative. Repeated examinations 
demonstrated a gradual loss of normal luster of the 
drum with marginal injection. Invariably there was 
some sagging of the posterior superior canal wall. 
The author concludes that athrepsia and anhy- 
drzemia in infants are often the result of infection oi 
the mastoid antrum. Whenever any sign of infection 
is noted, repeated otological examinations should be 
made and free drainage established. Close co- 
operation between the pediatrician and otologist is 
essential. W. M. Paton, M.D. 


NOSE AND SINUSES 


Layton, T. B.: The Relation of Nasal Polypi to 
Inflammation of the Accessory Sinuses of the 
Nose. Proc. Roy. Soc. Med., Lond., 1927, xx, 1745. 


In Layton’s opinion, polypi indicate a special type 
of inflammation of the mucous membrane. They 
are usually associated with catarrhal inflammation. 
To cure this condition all of the diseased area must 
be removed or resolution of the inflamed mucous 
membrane must be secured. In the maxillary sinus, 
drainage and lavage may be sufficient, but in 
ethmoiditis of the type under discussion the re- 
moval of the entire diseased area is necessary. 

Layton accepts Hajek’s classification of sinusitis. 
He believes that the two chronic types are distinct. 
They arise in a different way, run separate courses, 
and do not change into each other. When an antrum 
full of pus is opened, the mucous membrane is rarely 
polypoid. While a suppurative sinusitis may be 
superimposed on a catarrhal inflammation, this is 
not the same as the changing of one process to the 
other. The causative differences between chronic 
catarrhal and chronic suppurative sinusitis have not 
been explained as yet. 

The author has operated upon three cases by an 
unusual external technique. The nasal process of 
the superior maxilla was removed together with the 
lachrymal bone and the os planum of the ethmoid 
with all of the ethmoidal cells back to the body of the 
sphenoid. W. M. Paton, M.D. 


Nelson, R. F.: Meningitis of Nasal Origin: A Study 
in Surgical Anatomy. Ann. Otol., Rhinol. & 
Laryngol., 1927, Xxxvi, 701. 

Meningitis of nasal origin is a rare disease before 
which practically all surgeons stand hopeless and in- 
active. But as a sufficient number of cases has now 
been reported there seems promise cf a_ useful 
method of surgical attack. Sewell has described an 
operation by which exploration of the frontal! 
ethmoid and sphenoid can be done simultaneously 
under local anesthesia in a practically bloodless 
field, and a complete, safe, and sure removal of their 
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nasal walls accomplished under direct inspection and 
from the closest possible range. 

This external fronto-ethmosphenoidectomy shows 
that the subarachnoid spaces of the cranial fossa are 
clearly and safely accessible through the roofs of the 
ethmoid and sphenoid sinuses in front of the optic 
chiasm, and that extension to this region of the 
accepted principles of surgery for meningitis of 
extrameningeal origin is feasible. 

GeorceE R. McAuttrr, M.D. 


Lupton, I. M.: Frontal Sinus Empyema in Young 
Children, with Several Case Reports. Avn. 
Otol., Rhinol. & Laryngol., 1927, xxxvi, 693. 


The author reports three cases of acute frontal 
sinus empyema in children about 11 years of age, 
which was characterized by the rapid development 
of sinus pain and cedema over the sinus necessitating 
a radical external operation. A routine study of 
roentgenograms shows that the frontal sinuses are 
more often of surgical importance in children than is 
generally believed, and that in many cases of 
meningitis in children the condition is probably the 
result of unrecognized sinus infections. 

Prevention is to be attempted by keeping the 
nose free from secretions and keeping it open by such 
measures as suction, the use of ephedrin, and re- 
moval of the anterior tip of the middle turbinate. 
Intranasal operations help but little; a thorough 
ethmoid exenteration permits approach to the floor 
of the frontal sinus. Manrorp R. WALttz, M.D. 


Thompson, G. H.: Malignant Neoplasms of the 
Antrum. Ann. Otol., Rhinol. & Laryngol., 1927, 
XXXvi, 715. 


It is a common belief that malignant neoplasms 
of the antrum are rare, but a recent review of the 
literature precludes this assumption. Malignant 
growths in the antrum are believed by many to have 
their origin in previous abnormal conditions such as 
disease in a tooth socket, the degeneration of a 
fibrous polyp or papilloma, or injury by trauma. 
One observer, however, failed to find anything 
approaching a precancerous condition or any pre- 
vious nasal condition in 39 cases. 

The rapidJy growing tumor fills the antral cavity 
and breaks through the wall of the nose or pharynx, 
causing pain, bleeding, and glandular involvement. 

X-ray examination and transillumination are 
valuable aids in the diagnosis, but should not take 
precedence over clinical evidence 

The prognosis is usually very unfavorable. In the 
cases of children it is less unfavorable if the tumor 
can be thoroughly removed. 

Formerly the treatment consisted mainly in re- 
section of the maxilla, but the end-results of this 
procedure were so extremely disappointing that it 
has now been practically abandoned. Of the great 
variety of surgical measures advocated today, all 
are practically modifications of the Caldwell-Luc or 
Moure technique. Additional treatment is given 
with the X-rays, diathermy, and radium. 


In conclusion the author emphasizes that the 
rhinologist, the dentist, and other practitioners 
treating the nose and mouth must bear the possibil- 
ity of malignancy in mind and endeavor to recog- 
nize such degeneration before it has advanced to a 
hopeless stage. Grorce R. McAuttrr, M.D. 


NECK 


Kessel, L., and Hyman, H. T.: Exophthalmic 
Goiter and the Involuntary Nervous System: 
XIII. The Course of the Subjective and Ob- 
jective Manifestations of Exophthalmic Goiter 
in Fifty Unselected Patients. Arch. Int. Med., 
1927, xl, 314. 

The authors discuss the course of the subjective 
and objective manifestations of exophthalmic goiter 
in fifty unselected patients observed for five years 
without the institution of “specific” therapeutic 
measures. The treatment consisted in a diet of 3,000 
calories, the daily application of wet packs at a 
temperature of 75 degrees, the administration of 
1% gr. of phenobarbitol as a hypnotic, and the ad- 
ministration of from 5 to 30 minims of syrup of 
ferrous iodide three times a day to hasten involution 
of the thyroid gland. 

Only thirty-one of the patients were followed 
closely; the others were lost sight of for various 
reasons. In none of those successfully followed did 
the subjective symptoms entirely disappear. These 
symptoms did not bear a constant relationship to 
the intensity of the disease, the basal metabolic 
rate, or the economic restitution. The symptomatic 
and laboratory findings are tabulated. In no case 
did the goiter entirely disappear. 

The basal metabolic rates of ambulatory patients 
are given in tables. 

From the patient’s standpoint, social and economic 
restitution is most important. Economic restitution 
occurred for an average of fifty-two months in the 
fifty-seven-month period of observation. 

The purpose of this report is to establish a normal 
or control upon which future reports regarding 
various types of specific therapy may be based. 

C. O. Hermpat, M.D. 


Troisier, J.: The Basedow Syndrome 6 Months 
After Treatment with Iodine; the Rdéle of 
Heredity (Syndrome de Basedow six mois aprés 
une cure iodée réle de l’hérédité). Bull. et mém. Soc. 
méd. de hép. de Par., 1927, liii, 616. 


A 25-year-old man with subacute rheumatism 
of the dorsal spine received, during the month of 
March, 1926, both iodine and salicylate therapy (8 
perispinal or epidural injections of 2 c.cm. of lipiodol 
and i2 injections of 1 mgm. of salicylic acid). After 
2 months, iodine was given by mouth, together 
with colloidal sulphur, until September, when the 
rheumatism was much better and the administra- 
tion of iodine was discontinued. In November the 
patient began to lose weight, and after January 1, 
1927, developed the symptoms of exophthalmic 


yf 
n 
1- 
rs 
1S 
1e 
of 
O- 
is 
to 
1e 
n. 
st 
us 
in 
is. 
S, 
m 
ly 
be 
is 
he 
lic 
ot 
an 
of 
he 
id 
fy 
& 
re 
n- 
Ww 
‘ul 
an 
ral 
ly 
SS 
eir 


8 INTERNATIONAL ABSTRACT OF SURGERY 


goiter—regular elastic diffuse thyroid hypertrophy, 
bilateral symmetrical exophthalmos, tachycardia, 
tremor, profuse sweats, hot flushes, frequent diar- 
rhoea, and marked emaciation. Examination of the 
spine with the roentgen rays revealed iodized oil 
still present. The patient was temporarily benefited 
by injections of the antithyroid serum of Coulaud. 
Although the incidence of Basedow’s syndrome in 
patients treated with iodine is low, Troisier believes 
that there was a possible relation between the 
iodotherapy and the thyrotoxicosis. On the other 
hand the iodine may have played a réle secondary 
to a hereditary tendency to goiter as the patient’s 
mother also developed exophthalmic goiter very 
suddenly. Wa ter C. Burkert, M.D. 


Hart, V. K.: Streptococcic Laryngitis: Report of a 
Case with a Very Rare Complication. Ann. 
Otol., Rhinol. & Laryngol., 1927, xxxvi, 781. 


Streptococcic laryngitis causing definite dyspnoea 
and stridor occurs rather infrequently, but must be 
borne in mind when a laryngeal infection is not 
definitely diphtheritic. In the author’s case the 
dyspnoea became so marked that intubation was 
done. As this resulted in no benefit, a tracheotomy 
was performed. The tracheotomy gave immediate 
relief. However, despite all treatment, the child 
died. The larynx yielded practically pure cultures 
of non-hemolytic streptococcus. The case was com- 
plicated by an aplastic anemia which is especially 
rare in children. GeorceE R. McAuttrr, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Vlasto, M.: Meningitis of Sphenoidal Sinus Origin. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1763. 


Vlasto states that as sphenoidal sinus infection is 
a rather frequent cause of purulent meningitis of 
the non-epidemic type and is often associated with 
otitis media, the sphenoidal sinus should always be 
examined at autopsy in a case of death from non- 
epidemic meningitis and in the examination of the 
patient with otitis media. Eric OtpBerc, M.D. 


SPINAL CORD AND ITS COVERINGS 


Delagéniére, Y.: Tumors of the Spinal Cord (Les 
tumeurs de la moelle). J. de chir., 1927, xxix, 516. 


Delagéniére reviews 34 cases of tumor of the spinal 
cord in which operation was performed. In the case 
of a patient with signs of compression of the spinal 
roots or pain without definite cause, lumbar punc- 
ture is indispensable as it will prove the presence or 
absence of compression. The immediate injection 
of lipiodol will reveal the level of any condition 
causing compression and sometimes even its nature. 

If the compression of the spinal cord is not due 
to Pott’s disease, operation should be performed 
without hesitation. In cases of tumor, the operative 
mortality is barely 9 per cent. In cases of peri- 
medullary tumors it is only 4 per cent, whatever 
the site of the neoplasm. 

The late prognosis of intramedullary tumors (ma- 
lignant gliomata) remains very poor. It is generally 
impossible to extirpate such growths, but decom- 
pression and evacuation of the cysts sometimes 
brings about considerable temporary improvement. 

Seventy-four per cent of spinal tumors are cir- 
cumscribed perimedullary growths. In 76 per cent 
of the cases, removal of the tumor enables the 
patient to resume his normal life, and in 63 per cent 
it results in a complete cure. 

Early operation gives incomparably better results 
than operation performed after the tumor has be- 
come evident clinically. If operation is not per- 
formed, the condition will be fatal. 

Auprey G. Morcan, M.D. 


Robineau: The Réle of Lipiodol in the Surgery of 
Medullary Tumors (Le réle du lipiodol dans la 
chirurgie des tumeurs médullaires). Bull. et mém. 
Soc. nat. de chir., 1927, liii, 668. 


Of 24 cases of perimedullary tumors (intradural 
in connection with the spinal roots or the surface 
of the cord) and 2 cases of intramedullary enucleable 
tumors, only the first 4 were operated upon without 
a previous injection of lipiodol. In the others the 


NERVOUS SYSTEM 


lipiodol indicated the upper and lower limits of the 
neoplasm. In cases in which the ascending and de- 
scending lipiodol were combined, the X-ray showed 
the tumor poles exactly. There were no failures. 

In cases of diffuse tumors of the cord, areas of 
arachnoiditis, and tumors-of the dura mater, errors 
resulted from faulty technique or incorrect inter- 
pretation of the X-ray picture. Sicard reports false 
arrests of the lipiodol in subarachnoid migration. 
A total or partial arrest of lipiodol is significant 
only when it is constant on successive examinations. 
From this standpoint, radioscopy previous to 
roentgenography is of value. A satisfactory negative 
finding after lumbar injection followed by the 
inclined posture does not prove that injection by 
the atlo-occipital route will be negative. 

Robineau disagrees with Desgouttes as to the 
sterilizing action of lipiodol since he has found that 
wounds do not heal more aseptically when it is used. 
Also unlike Desgouttes, he found no hyperemic 
action of lipiodol even when the injection was made 
only 2 days before the operation. The vascular 
dilatation was due to the tumor. Moreover, after 
the patient has been put down from the inclined 
position the lipiodol fell into the cul-de-sac and was 
not in contact with the tumor at operation. 

Lipiodol remains in the spinal canal many months 
before it becomes encysted in the sacral cul-de-sac. 
In about 100 observations, the lipiodol that was 
imprisoned in the lumbosacral region was found to 
be perfectly tolerated whether operation had been 
done or not. 

In a case of spinal lesion in which clinical exam- 
ination indicated a low dorsal localization but 
lipiodol was arrested much higher up and at opera-~ 
tion no lesion was revealed at the low dorsal site but 
a pachymeningitis was found higher up, it was 
evident that the lipiodol was arrested by the arach- 
noiditis but was not the cause of the condition. 

Robineau has followed the evolution of subarach- 
noid injections of lipiodol by Sicard from the very 
beginning and believes that the method is harmless. 
The lipiodol test is subordinate to clinical examina- 
tion, but has helped to clear up many doubtful 
tumor cases that had been treated erroneously as 
Pott’s disease, cardio aortic syphilis, rebellious 
sciatica, etc. It has revealed the location of tumors 
more accurately and facilitated the early diagnosis 
of medullary tumors. When the diagnosis is made 
early, operation may be performed before the period 
of scars and urinary infection. 

Since the discovery of exploration with lipiodol, 
perimedullary tumors are operated upon 1o times 
more frequently than before and the operative 
mortality has been considerably decreased. 

Wa ter C. Burket, M.D. 
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PERIPHERAL NERVES 


Basset, A.: Injury of the Two Upper Roots of the 
Brachial Plexus During Laparotomy with the 
Patient in the Trendelenburg Position (Lésion 
des deux racines supérieures du plexus brachial au 
cours d’une laparotomie en position de Trendelen- 
burg). Bull. et mém. Soc. nat. de chir., 1927, liii, 565. 


A tall thin woman with a long neck and drooping 
shoulders was operated upon in Trendelenburg’s 
position for a large infected hematosalpinx on the 
left side. When she was seen a month after the 


operation she presented paresis and partial atrophy 
of the subscapular and supraspinatus and serratus 
magnus muscles on the right side. She gill. had 
There was no 


some pain; but it was not severe. 
disturbance of skin sensation. 

The distribution of the lesions indicated that the 
first two roots of the brachial plexus were affected. 
These are the most oblique and the most superficial. 
The lesion was probably caused by a shoulder rest 
on the operating table. Because of the patient’s 
habitus, the brachial plexus was more oblique, more 
superficial, and less well protected than usual. It is 
difficult to say whether the lesion was caused by com- 
pression or stretching. It was slight and localized, 
and the prognosis is good. 

In the discussion of this report, MoureE stated 
that he thought the lesion was caused by stretching 
of the brachial plexus when the arm fell in forced 
abduction as the patient was lifted from the table. 
He was surprised that such injuries are not more 
frequent as the arm often falls in this way. 

Turéry said that he had seen a number of such 
cases. In most of them the paresis lasted for only a 
few days, but in one it continued fora month. He at 
first thought it due to pressure from the shoulder 
rest of the operating table, but he now attributes it 
to the abduction and pulling upward of the pa- 
tient’s arms in the attempt to keep his hands from 
the field of operation during the stage of excitement 
from the anesthetic. If this is done quickly, the 
brachial plexus may be stretched. 

BAUMGARTNER reported that he once saw paraly- 
sis of the trunk of the ulnar nerve due to pressure 
from a screw on the operating table. 

OmMBREDANNE stated that he had seen a case of 
paralysis of the brachial plexus from operative 
lowering of a congenitally high scapula. 

In conclusion, BAsseT said that he had seen his 
patient again two months after his report was writ- 
ten and the expected improvement in the paralysis 
had not taken place. Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Penfield, W.: The Encapsulated Tumors of the 
Nervous System; Meningeal Fibroblastomata, 
Perineurial Fibroblastomata, and Neurofi- 
bromata of von Recklinghausen. Surg., Gynec. 
& Obst., 1927, xlv, 178. 


The benign tumors of the nervous system are 
grouped histologically as: (1) meningeal fibroblas- 


tomata, (2) perineurial fibroblastomata, and (3) 
neurofibromata. The first two are fibroblastic, but 
are easily distinguished because each retains the 
characteristic morphology of the tissue of origin. 
Only tumors of the last group contain nervous — 
tissue. 

The encapsulated tumors, the most important 
group treated by the neurosurgeon, include 30 per 
cent of the intracranial tumors and a relatively 
greater percentage of the spinal cord tumors. 

The author reports upon thirty-two encapsulated 
tumors, the histological characteristics of which 
have been studied by the improved Del Rio-Hor- 
tego and Cajal staining techniques. A description 
of the gross pathology of each group is given. 

Neurofibromatosis of von Recklinghausen is a 
systemic disease often showing hereditary tenden- 
cies. The pigmentation and hypertrophic changes 
of the skin are believed to be the results of wide- 
spread thickening of the nerves. Congenital ab- 
normality of the peripheral nervous system is 
thought to be a factor in the development of the 
neoplasms. In Trotter’s opinion, the presence of 
increased connective tissue about the nerve in- 
dicates that improper insulation of the fibers causes 
stimulation of the connective tissue. Slender col- 
lagen fibers of uniform caliber throughout are found 
in the tumors. Fibroblastic changes resembling the 
solitary fibroblastomata and arising from the 
endoneurial connective tissue are sometimes dis- 
covered. These are attributed to irritation and are 
a source of confusion. Degeneration is common. 

Perineurial fibroblastomata are solitary en- 
capsulated tumors usually found in a central lo- 
cation attached to the cranial nerve or-the spinal 
nerve roots rather than to the peripheral nerves. 
Intracranially they are most often attached to the 
acoustic nerve. Histologically they are characterized 
by palisading and parallelism of nuclei and a 
tendency to form nuclear eddies and streams, but 
these characteristics are not pathognomonic. The 
author agrees with Mallory’s view that the type cell 
of the nerve-sheath tumor and of the endothelioma 
is the fibroblast. The origin of the perineurial fibro- 
blastoma is the perineurial or endoneurial connective 
tissue. 

The meningeal fibroblastomata are always at- 
tached to the dura. They never invade the brain or 
cord, but may invade the overlying skull, causing 
the formation of exostoses. They are believed to 
arise from the arachnoid or the under-surface of the 
dura. There is a definite stroma continuous with the 
dura, and the blood supply is from the dura. In 
slowly growing tumors, collagen may be found, but 
differs in its appearance from that in the other 
types. Psammoma bodies and whorls indicate a 
close relationship to arachnoidal granulations. 
Transitional areas between perineurial and menin- 
geal fibroblastomata are found; the main difference 
is in the character of the collagen fibers. 

The article contains excellent illustrations of the 
microscopic anatomy. E. S. Pratt, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Kopp, J. G.: Bleeding from the Nipple (Les écoule- 
ments sanguins du mamélon). Acta chirurg. Scand., 
1927, Ixii, 115. 

Of 181 cases of cancer of the breast there was 
bleeding from the nipple in 20 (11 per cent). In 
one-fifth of them the discharge was present before 
the formation of the tumor or was the only sign of 
the condition. In 9 (45 per cent), cancerous degen- 
eration of a benign tumor was very probable. 

Of the 45 patients with a benign tumor of the 
breast, 22 had a bloody discharge. In 16 cases no 
tumor was distinguishable clinically although opera- 
tion revealed a duct papilloma or a cystic condition 
of the breast, both of which, as is well known, have 
a marked tendency to undergo malignant degenera- 
tion. Cessation of the bloody discharge is not a 
proof of recovery. 

In all cases of bleeding nipple with or without a 
tumor the only treatment is partial or total removal 
of the breast. Partial extirpation is not sufficient 
in some cases and is therefore seldom recommended. 
Radiotherapy is not advisable as it is most uncertain 
in its effects. 


Fraser, J.: A Study of the Malignant Breast by 
Whole Section and Key-Block Section Methods. 
Surg., Gynec. & Obst., 1927, xlv, 266. 

Whole sections of the breast afford an excellent 
opportunity to study the complete mammary pic- 
ture of breast carcinoma. The ‘‘key-block”’ system 
of paraffin sections, together with the ‘‘whole”’ 
celloidin section system is described. 

Studies of virginal, marital, and senile breasts 
demonstrate the activity of the acinar epithelium, 
which lines the cul-de-sacs of the terminal ducts. 
Proliferation and retrogression of the acinar epithe- 
lium are related to the arrangement of the elastica. 
In the breast which is physiologically active the 
elastica does not enclose the duct terminations, while 
in the senile breast it extends so as to seal up the 
duct termination. Several different types of tumor 
may occur in one breast. 

Lymphatic dissemination of malignant tumor 
occurs by a vertical group of central lymphatics 
which extend centrifugally into the deep fascia. 
Later, intramammary lymphatics open up. There is 
no evidence that the subcutaneous lymphatics play 
a part in the dissemination. The blood vessels and 
the duct system may be sources of dissemination. 

A localized malignant tumor is associated with 
widespread secondary changes in the duct and the 
acinar system, these taking the form of an epithelial 
proliferation which ultimately becomes malignant. 

J. Franx Doucuaty, M.D. 


It 


Schoute, D., and Orbaan, C.: The Treatment of 
Cancer of the Breast with and without Sub- 
sequent Roentgen Treatment. radiol., 
1927, Vili, 239. 

From their statistics the authors conclude that 
we are justified in continuing to give roentgen treat- 
ment after operation for cancer of the breast; that, 
in fact, we should not be justified in discontinuing 
such trehtment. They believe that postoperative 
roentgen-ray irradiation, applied correctly, will lessen 
the incidence of local recurrences. For further im- 


provement, however, the closest co-operation be- 
tween the surgeon and roentgenologist is necessary. 


TRACHEA, LUNGS, AND PLEURA 


Libert, E., and Bariéty, M.: Iodism Following the 
Intrabronchial Injection of Lipiodol (Incidents 
d’iodisme consécutive 4 l’injection de lipiodol intra- 
bronchique). Bull. et mém. Soc. méd. d. hép. de Par., 
1927, lili, 615. 

Libert and Bariéty in 1926 saw 2 cases of slight 
intolerance to lipiodol after the intracricothyroid 
injection of 40 c.cm. of the oil for the study of 
bronchial dilatation. The injection was followed by 
an cedema localized on the face and neck, congestion 
of the face, and lachrymation. After 24 hours these 
sequele were greatly attenuated and soon dis- 
appeared. No disturbance of the genera! condition 
was noted. Wa ter C. Burkert, M.D. 


Klotz, O.: Cancer of the Lung; with a Report upon 
24 Cases. Canadian M. Ass. J., 1927, xvii, 989. 


Postmortem studies have shown a marked in- 
crease in the incidence of carcinoma of the lung. 
In the period from 1878 to 1900, this condition was 
found in 0.08 per cent of autopsies, whereas in 1922 
it was found in o.9 per cent. Malignant tumors of 
the lung constitute 2 per cent of all malignant 
neoplasms. 

In discussing the etiology of pulmonary carci- 
noma, Klotz states that he has been unable to find 
anything in the occupation of his patients which 
might predispose to the condition. The influenza 
epidemic and gassing during military service may 
have been factors in its increase. Another possible 
factor is the new environment that is- developed 
around the epithelial structures as the result of 
chronic diseases of the lung such as fibrosing 
pneumonia and bronchopneumonia which cause 
considerable distortion of the parenchymatous tis- 
sues and of the bronchi leading to them. In such 
an environment, cell metaplasia may readily occur 
with carcinomatous change. 

The author attributes the high incidence of carci- 
noma of the lung among the miners of Schneeberg—75 
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per cent of whom die from it—to the high content of 
arsenic in the nickel and cobalt mined. As the con- 
dition is less frequent in other mining districts, it is 
not due to pneumoconiosis alone. Klotz does not 
accept the view that smoking causes sufficient 
bronchial irritation to produce cellular metaplasia, 
but believes that incomplete combustion of motor 
car fumes may be a factor. 

In 23 of the author’s 24 cases the condition began 
in the bronchial mucosa. In only 1 case were there no 
metastases in distant organs. 

A satisfactory classification of these tumors on 
the basis of their cells is impossible because the cells 
vary considerably in the same tumor. In the majority 
of the tumors the cells have an alveolar arrange- 
ment and cuboidal, polyhedral, or compressed and 
stratified cells may be observed in neighboring fields. 

In a histological analysis of pulmonary tumors 
alone, Klotz found it quite impossible to distinguish 
those arising from the bronchial mucosa from those 
having their origin in the alveolar epithelium. 

Joun J. Matoney, M.D. 


Kornblum, K.: A Case of Primary Carcinoma of the 
Lung Showing Both Atelectasis and Pleural 
Effusion. Am. J. Roentgenol., 1927, xviii, 230. 

Hyde, T. L., and Holmes, G. W.: The Roentgenolog- 
ical Aspects of Primary Tumors of the Lung. 
Am. J. Roentgenol., 1927, xviii, 235. 


KorNBLUM reports a case of primary bronchio- 
genic carcinoma of the lung which is of special 
interest because successive roentgen examinations 
revealed progressive changes and the development 
of such complications as atelectasis and pleural 
effusion. It was unusual also because autopsy showed 
direct extension of the growth into the right auricle, 
involvement of the pulmonary vessels coming from 
the right lung, invasion of the left auricle, and 
metastases to the brain. The symptoms from the 
metastases in the brain were so serious as to over- 
shadow the primary lung symptoms. 

Hype and Hormes briefly review the literature 
on primary tumors of the lung and describe the 
pathological changes and the resulting roentgen 
picture. They tabulate 14 cases. 

Primary tumors of the lung are found oftener 
than is indicated by older statistics. Fifty-five 
per cent are carcinomata; 25 per cent, various 
non-malignant tumors; 11 per cent, cysts; and 9 
per cent, sarcomata. Lung tumors develop more 
frequently in males than in females, and in the 
right lung more frequently than in the left lung. 
They are most common between the fiftieth and 
sixtieth years of age. Formerly the diagnosis was 
made before death in only 10 per cent of the cases, 
but in recent years it has been made in go per cent. 

Carcinoma of the lung rarely arises from the alve- 
olar epithelium. Usually it has its origin in a bron- 
chus. It grows into the lumen and extends along the 
bronchial tree or tends to encircle the bronchus and 
extend into the Jung as a tumor mass. Metastasis 
may occur in either type, forming separate nodules 


in the lung or elsewhere in the body. Sarcoma gen- 
erally simulates this second type of carcinoma, 
but originates more commonly along the smaller 
bronchi of the lung. Teratomata are generally cys- 
tic and have smooth surfaces. They contain fluid 
and occasionally bone and teeth or even parts of 
a fetus. Mixed tumors are circumscribed masses 
of varying size and location in which cartilage and 
bone predominate. 

The roentgen appearance of the very rare carci- 
noma of the alveolar epithelium is that of a tumor 
mass in the parenchyma of the lung. It may be 
surrounded by an area of pneumonitis or its interior 
may become necrotic and cavitation may occur. 
In the case of bronchial epithelial carcinoma of the 
first type no diagnostic roentgen findings may be 
present in early cases. When a bronchus is blocked, 
atelectasis occurs and fluid may be found. Extension 
along the bronchial tree may accentuate the 
shadows. In the common type of bronchogenic 
carcinoma there is the shadow of a tumor mass at 
the lung root. The outline may be smooth, but 
usually is irregular with radiations into the lung 
field. Bronchiectasis, pneumonitis, fluid, or other 
complications may alter the findings. 

Sarcoma simulates this latter type of carcinoma 
in development and appearance. Teratomata pro- 
duce smooth, dense, oval shadows near the medias- 
tinum, sometimes with evidence of contained fluid 
or bone. Teeth also may be identified. Mixed tumors 
appear as circumscribed lobulated shadows con- 
taining areas of the density of bone which differ- 
entiate them from echinococcus cysts. They may 
occur in any location. 

In addition to the direct roentgen findings of the 
tumor and its complications, other features of im- 
portance may be presented. On the affected side 
the diaphragm may be high and fixed and the inter- 
spaces narrowed. The mediastinal contents are dis- 
placed toward the side of the tumor unless it is 
very large or there is excessive fluid. The lung 
usually shows a compensatory emphysema. 

The roentgen findings of primary lung tumors 
are extremely variable and may resemble those found 
in abscess, aneurism, bronchiectasis, broncho-pneu- 
monia, echinococcus cysts, encysted empyema, 
foreign bodies, gangrene, Hodgkin’s disease and 
other mediastinal masses, interlobar effusion, 
leukemic infiltration, lobar pneumonia, massive 
collapse, metastatic malignant disease, pleural 
plaques, pleurisy with effusion, pneumoconiosis, 
post-influenzal processes, pulmonary tuberculosis, 
syphilis, tuberculous abscess of the spine, and 
tumors of the thyroid, thymus, pleura, and other 
near-by structures. 

The following conclusions are appended: 

1. Primary lung tumors are not so rare as is 
commonly believed. 

2. Anattempt at earlier diagnosis should be made. 

3. An understanding of the underlying patho- 
logical process in continuity is necessary to the in- 
terpretation of the roentgen findings. 


i 
1 
( 
t 
{ 
( 
] 
( 
1 
( 
] 
1 
i 


4. A correlation of the clinical and roentgenolog- 
ical findings is necessary for the diagnosis. 

5. Rarely, the roentgen findings present features 
which are practically pathognomonic. Among the 
more suggestive findings is that of a dense hilar mass 
with nodules and radiations extending into the lung 
field. 

6. The most common or typical lung tumor is a 
carcinoma of the right bronchial tree in a male in 
the sixth decade. This appears in the roentgen 
findings as a hilar shadow with radiations extending 
into a small immobile lung field, but may possibly be 
obscured by shadows of pneumonic or other com- 
plicating processes. Hartunc, M.D. 


HEART AND PERICARDIUM 


Winslow, N., and Shipley, A. M.: Pericardiotomy 
for Pyopericardium: A Review of the Liter- 
ature to May, 1927, and a Report of 10 New 
Cases. Arch. Surg., 1927, XV, 317. 


Winslow and Shipley report 10 cases of pyoperi- 
cardium which were treated by pericardiotomy with 
a cure in 60 per cent and death in 4o per cent. In 
their first 4 cases approach was made by trephining 
the sternum, but later the approach was through an 
incision parallel with the left costal margin with 
resection of the fifth, sixth, and seventh costal 
cartilages. In 2 cases approach was made from 
the right side, and in 1 case by resection of the 
left fifth costal cartilage. 

In every instance the pericardium was thick and 
taut and the heart seemed close to its anterior wall. 
The pericardium is easily recognized because it is 
gray, thick, and opaque in contrast to the pleura 
which is thin and translucent. 

The authors review also 118 cases reported in the 
literature, making a total of 128 upon which their 
statistics are based. The ratio of males to females 
affected is 3.5:1. The condition is most common 
under the thirtieth year of age. Pneumonia seems 
to be the most important causative factor, but 
gunshot and stab wounds and osteomyelitis are 
frequent causes. Only 3 cases have been classi- 
fied as idiopathic. The chief infecting organisms 
are the pneumococcus, streptococcus, and staphylo- 
coccus. 

Puncture has been practiced quite extensively 
for both diagnosis and treatment, but when done for 
treatment has invariably failed to give lasting re- 
sults. It has been condemned as being too hazar- 
dous and not necessary for diagnosis. When as- 
piration fails to disclose pus and the clinical signs 
indicate its presence, surgical measures should be 
initiated promptly. In the cases reviewed the 
amount of pus varied from a few drops to 7,500 
c. cm., and in the majority had collected behind the 
heart and pushed it forward against the anterior 
pericardial wall. 

The diagnosis depends largely upon recognition 
of the diseases in which pyopericardium is a com- 
plication. It is made by a careful physical and 
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roentgenographic examination of the chest supple- 
mented, if necessary, by paracentesis of the peri- 
cardium. The most common signs are enlargement 
of the precordial dullness, a rapid pulse, dyspnoea, 
distant and weak heart tones, elevation of the 
temperature, and cyanosis, but frequently many 
of these are missing. Of particular interest clinically 
is the occasional absence of fever. The bottle- 
shaped roentgenographic shadow in the center of 
the chest is of great significance. 

The best treatment appears to be open drainage 
at the earliest possible moment, as advocated by 
Gaston, but regardless of the time that has elapsed 
between the diagnosis and the operation, the pro- 
portion of cures maintains a fairly uniform level. 
Klose and Strauss state that it is best to operate 
before the exudate has changed to pus. 

The authors report 2 cases of pericarditis with 
effusion accompanying osteomyelitis. Examination 
of the fluid at the time of the operation showed it 
to be sterile, but after a few days it was distinctly 
purulent. The occurrence of recovery in both 
instances suggests that it might be well to drain all 
potentially purulent cases. The authors believe 
that after the exudate has become distinctly puru- 
lent a reasonable delay does not materially com- 
promise the chance of recovery. 

Operative intervention has been condemned as 
unwarranted on the ground that if the patient lives 
he will sooner or later develop a fatal obliterative 
pericarditis, but 29 of the cases reviewed proved 
this assumption to be incorrect. From 5 months to 
21 years after the operation, 25 of the patients were 
alive and well and at their usual vocations with 
cardiac boundaries within the normal limits. One 
patient had adhesive pericarditis but was still 
alive; another died from it. 

Many different methods have been used for 
drainage with about the same results, but by far the 
greater number of surgeons prefer tube drainage. 
Usually 2 tubes are used, 1 placed in the cul-de- 
sac on either side of the heart. Irrigations with 
any one of 15 solutions have been employed. The 
mortality in cases so treated was 48 per cent. 
In several cases in the reports of which irrigation 
was not mentioned the mortality was about 40 per 
cent. Extreme care is necessary in irrigation be- 
cause of the frequent occurrence of plugging of the 
catheter with pressure on the heart. 

The prognosis of pyopericardium is always grave 
but by no means hopeless. The most important 
factor in the prognosis is the etiology. 

CuesTER L. Crean, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Moore, I.: The Pathology of (Csophagectasia 
(Dilatation of the @sophagus without Ana- 
tomical Stenosis at the Cardiac Orifice). J. 
Laryngol. & Otol., 1927, xlii, 577. 


Three varieties of dilatation of the cesophagus are 
described—the fusiform, the pear-shaped, and the 
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S-shaped. In the first, the lowest point is the cardia. 
There is no increase in the length of the canal, and 
the greatest dilatation occurs about midway be- 
tween the level of the cricoid cartilage and the cardia. 
In the pear-shaped variety the cesophagus is dilated 
in its lower one-third and shows the most marked 
dilatation just before its passage through the dia- 
phragm; as in the fusiform type, the cardia is the 
most dependent portion. In the S-shaped variety, 
which is the rarest form, the upper end at the 
cricoid and the lower end at the cardia are more or 
less fixed. The canal bends and increases in length. 
Its course is usually toward the right. The dilated 
portion rests upon the diaphragm. From there it 
passes upward and to the left and then through the 
diaphragm at a high level. 

The muscular coat of the oesophagus is not always 
hypertrophied. In two of the author’s cases the 
walls were thinner than normal, while in others, 
hypertrophy was present even in the most widely 
dilated portion of the tube. The discovery of fluid 
and contents at autopsy in many cases seems to 
indicate that the condition was due, not to spasm, 
but to mechanical pressure from surrounding parts. 
The author reports a case of this type in which 
csophagogastrostomy was performed at the cardia 
of the stomach with good results. 

Moore agrees with Kelly that destruction of the 
nerve endings of Auerbach’s plexus by degenerative 
changes may account for the loss of normal muscular 
contraction and relaxation. The result of such de- 
struction would be over-action of the circular fibers. 
The cause may be a toxic condition. 

The article contains case histories and photo- 
graphs of each variety of dilatation. 

J. Picketr, M.D. 


Wasson, W. W.: Thymic Stridor. J. Am. M. Ass., 
1927, Ixxxix, 1025. 

Infants with respiratory stridor may be divided 
into 4 groups: 

1. Those who at birth make a respiratory noise, 
probably due to mucus. 

2. Those between a month and a year old with 
a stridor which is usually attributed to the thymus. 

3. Those with anomalies and tumors in which 
there is definite evidence of a pathological condition 
to account for the stridor. 

4. Those with definite infections of the upper 
respiratory passages. 

Thymicstridoris generally supposed to be the result 
of pressure on the trachea exerted by the thymus on 
account of its size or perhaps through some internal 
secretion. In the author’s opinion it is questionable 
whether many of the cases thought to be thymic 
stridor are due to derangement or enlargement of 
the thymus. 

The thymus normally begins to grow at about 
the birth period and reaches its maximum at about 
the end of the first year of life. After from 28 to 36 
months it is usually not detected in the roentgeno- 
gram. No doubt many factors modify its growth, 


but as a rule the smaller glands are found in under- 
nourished small children, while the larger glands are 
found in well-nourished large children. In many 
cases in which a large thymus has been found at 
autopsy it has been considered a predominant cause 
of death, no doubt often erroneously. 

During the past few years the author has had the 
opportunity to make roentgenological studies of 
infants from birth, and in a considerable number has 
noted evidence of bronchial or pulmonary infections 
in the first few weeks of life. In such cases the 
paranasal sinuses are often infected, as has been 
noted by Carmody and Dean. 

It is quite probable that respiratory infections 
occur much earlier in life than was formerly believed. 
Walton has suggested that many cases of stridor in 
infants are caused by these respiratory infections as 
young children cannot thoroughly remove mucus 
from the trachea. Many such cases are promptly 
relieved by the use of atropine. 

A number of cases are reported in which different 
forms of treatment were used with about equal re- 
sults. Treatment of the respiratory or paranasal in- 
fections gave some relief. The cases attributed to 
these causes did not apparently differ from those of 
presumably thymic stridor. The fact that roentgen- 
ray therapy proved satisfactory in some cases did 
not warrant the opinion that the thymus gland was 
the causative factor. The author does not assume 
that the thymus is the principal cause of stridor 
merely because it is enlarged. He searches for other 
possible causes by a thorough routine examination. 

While radiation has given good results, it is appar- 
ently no better than other forms of treatment and is 
not to be considered a specific. 

M. Camp, M.D. 


Remer, J., and Belden, W. W.: Roentgen Diagnosis 
and Therapy of the Thymus in Children. Am. 
J. Roentgenol., 1927, xviii, 119. 

Brief consideration is given to the gross and 
microscopic anatomy and development of the thymus. 
The pathology of the gland is discussed relative to 
thymic death, thymic asthma, and status thymico- 
lymphaticus. Various clinical types of thymus 
enlargement are described. The outstanding symptom 
is dyspnoea of varying degree accompanied by a 
peculiar crowing inspiration known as thymic stridor. 
The condition may persist into adult life. 

Its recognition is dependent largely upon roentgen 
examination. This must be carefully made. The 
authors describe their technique. The shadow of 
the enlarged thymus as seen on the roentgenogram 
extends on both sides of the spine. It is wider below 
than above, and merges with the shadow of the base 
of the heart. Occasionally the X-ray findings are 
negative when the clinical picture is diagnostic. 

The results obtained by operation are unsatis- 
factory. Radium has been employed successfully, 
but should be used only by thoroughly competent 
and experienced operators. Roentgen therapy is 
regarded as the treatment of choice as it is readily 
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available, practical, easy to apply, and safe in 
competent hands. The authors give approximately 
one-tenth of an erythema dose of rays, equivalent to 
an 8-in. spark gap filtered through 3 mm. of alumi- 
num. An anterior and posterior area is exposed each 
time, and this treatment is repeated at intervals 
depending upon the results obtained. The average 
number of treatments required is four or five. 
AvotrH Hartunc, M.D. 


MISCELLANEOUS 


Heuer, G. J.: Further Experiences with Intra- 
Thoracic Tumors. Ann. Surg., 1927, \xxxvi, 229. 


Heuer reports upon thirty-one cases of thoracic 
tumor—three tumors of the chest wall; six, of the 
pleura; nine of the lung, two of which were meta- 
static; ten, of the mediastinum; two hour-glass 
tumors involving both the chest and spinal cord; 
and one apical chest tumor. 

Fifteen of the patients were subjected to operation. 
Two with a benign tumor refused surgical treat- 
ment. In the fourteen others the lesion was so far 
advanced as to preclude operative procedure. 

Of the fifteen cases treated surgically, radical 
removal was accomplished in nine. Eight of the 
patients recovered; two of those with malignant 
tumors are alive more than two years after the 
operation, and two died of recurrence within a year. 
Of the patients treated by partial removal of the 
tumor, only one lived more than two years. 
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Of the entire series of cases 35 per cent were 
operable. The mortality when radical operation was 
attempted was 10 per cent. The author believes 
that by earlier diagnosis and operation these results 
may be materially improved. 
FRANK B. Berry, M.D. 


Mallet-Guy, P., and Desjacques, R.: The Technique 
of Resection of the First Two Ribs by the 
Postero-External, Suprascapular Route (Tech- 
nique de la résection des deux premiéres cétes par 
la voie postéro-externe, sus-scapulaire). Lyon chir., 
1927, XXiv, 193. 

In the operation described, the incision extends 
from the acromioclavicular articulation to the 
center of a line passing from the posterior border of 
the mastoid to the inner end of the spine of the 
scapula. It is made between the fibers of the 
trapezius so that few of the latter are cut, and it 
ends at the tuberosity of the first rib. The spinal 
nerve is exposed and held aside. 

The levator anguli scapule appears at the pos- 
terior angle of the wound. The deep posterior 
scapular vessels are exposed and ligated, and the 
nerve of the rhomboid, which crosses the first rib 
at a right angle on the scalenus posticus is exposed. 
The part of the rib lying under the scalenus is then 
denuded and resected. The resection must be cunei- 
form in order to avoid the nerves. Resection of the 
second rib near the transverse process is accom- 
plished easily. Aubrey G. Morcan, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


David, V. C.: Peritonitis; an Experimental Study. 
Surg., Gynec. & Obst., 1927, xlv, 287. 


David performed experiments on dogs to deter- 
mine the path of the colon bacillus from the normal 
peritoneum, from the peritoneum which is under- 
going different grades of peritonitis, and from the 
peritoneum which contains transudate. A record of 
the experiments is presented with the following 
conclusions: 

1. Colon bacilli pass directly into the blood 
stream as well as into the lymphatics from the 
normal peritoneum. 

2. A well-developed plastic peritonitis prevents 
the passage of the bacillus coli from the peritoneum 
into the blood stream or into the lymphatics empty- 
ing into the thoracic duct. 

3. Lesser grades of peritonitis prevent the passage 
of the bacillus coli into the blood stream, but usually 
do not prevent its passage into the lymphatics. 

4. Colon bacilli injected into the peritoneum 
which contains a transudate pass rapidly and in 
great numbers into the chyle from the thoracic 
duct and directly into the blood stream. 

5. By analogy we may assume that in a well- 
developed, general infectious peritonitis, bacteria 
do not pass directly into the blood stream or into 


the lymphatics draining into the thoracic duct, and 
that the major problem in peritonitis is not the 
development of a septicemia. 

J. Frank Dovucuty, M.D. 


GASTRO-INTESTINAL TRACT 


Alvarez, W. C.: The Treatment of Nervous Indi- 
gestion. J. Am. M. Ass., 1927, |xxxix, 440. 


Alvarez urges a more sympathetic attitude 
toward nervous patients and emphasizes their need 
for rest. He complains that hospitals ignore the 
fact that the sick are helped most by the sleep they 
get between 5 andga.m. Rounds at 8 a.m. are very 
hard on the patient who does not fall asleep until 
4 a.m. 

Objection is made also to the present tendency to 
give patients diets with a high content of bran and 
other roughage and vitamins. These cause flatulence 
and indigestion and can be dispensed with during 
the patient’s comparatively short stay in the 
hospital. Alvarez believes that his smooth diet is the 
safest for regular use in hospitals. 

He maintains also that surgeons would have much 
better results and that their patients would sleep 
better, suffer less from nausea, and recover more 
quickly if more use were made of barbituric acid 
derivatives such as barbital, adalin, and bromural, 


and less use were made of morphine. The newer 
soporifics have a more lasting effect and quiet the 
vomiting center. 


Robinson, V. P.: A Case of Perforation of a Gastric 
Ulcer in a Boy of 12. Lancet, 1927, ccxiii, 600. 


The patient whose case is reported gave a history 
of gastric pain for three months and one attack of 
severe abdominal pain. At operation a perforation 
of the stomach 4/;, in. across was found in an ulcer 
¥ in. in diameter on the anterior wall of the greater 
curvature. The opening was closed and the ulcer 
infolded by catgut sutures. The patient was dis- 
charged cured two months later. 

Marcus H. Hosart, M.D. 


Dansey, St. J. W.: Acute Perforation of Gastric and 
Duodenal Ulcers. Med. J. Australia, Supp., 1927, 
p. 172. 

Perforation of chronic gastric ulcers occurs more 
commonly in males than females, possibly because 
of the anterior position of gastric ulcers in the male. 
Its incidence is highest between the ages of 25 and 
45 years. There is usually a preperforation stage in 
ulcers. When the ulcer has eroded to the peritoneum 
even a slight increase in the internal pressure is 
sufficient to bring about its rupture. Rupture may 
be caused by a meal, hunger contractions of the 
stomach, or physical exertion (especially when the 
stomach is full) during sleep; perhaps also by the 
rhythmic muscular contraction of the stomach. 

Practically 90 per cent of perforated ulcers occur 
in the immediate area of the pylorus, either on the 
gastric or the duodenal side of the sphincter. 

In all cases there is a history of attacks of indiges- 
tion. The first symptom of rupture is a constant 
stabbing pain in the upper abdomen. This is fol- 
lowed by rigidity of the upper abdominal muscles. 
Vomiting is not common before the development of 
peritonitis. The breathing is shallow and short, and 
the facial expression is drawn and anxious. The 
pulse is at first slow, but with the onset of peritonitis 
it becomes faster and the abdomen becomes dis- 
tended. The gastric contents in cases of ulcer are 
highly acid and sterile. When the diagnosis is made 
promptly and operation is done within a few hours, 
the mortality rate is greatly diminished. 

The author describes the usual procedure of 
suturing the omentum over the site of rupture and 
the establishment of drainage. 

The advisability of performing a gastrojejunos- 
tomy at the time of operation is open to discussion. 
The author is in favor of this procedure unless the 
patient’s condition is very poor. He gives the 
following reasons: 

1. Asarule, it does not increase the risk. 
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2. Gastrojejunostomy must be accepted as an 
essential step in bringing about the cure of the ulcer. 

3. There is much less chance of leakage after this 
operation. 

4. A gastrojejunostomy prevents the possibility 
of obstruction when a pyloric or duodenal ulcer has 
been so infolded as to occlude the lumen. 

HerMAN H. Huser, M.D. 


Abadie, J.: Three Hundred Operations for Ulcer of 
the Stomach, 264 of Which Were Pylorectomies 
(A propos de 300 opérations pour ulcére de l’estomac 
dont 264 pylorectomies). Bull. et mém. Soc. nat. de 
chir., 1927, liii, 614. 

The cases reviewed included ulcers of the last 
three-fourths of the stomach and the first 2 parts of 
the duodenum. The treatment of ulcers high up on 
the lesser curvature near the cardia and of ulcers 
in the third portion of the duodenum is quite 
different. Ulcers should be classified chiefly into 
those near the pylorus and those far from the 
pylorus rather than into those of the stomach and 
those of duodenum. Among the author’s 264 cases 
of duodenopylorectomy there were 14 deaths, some of 
which were due to errors of technique and others to 
pulmonary complications which might perhaps have 
been prevented. 

Simple resection of an ulcer is never satisfactory 
as the removal of a lesion does not cure the disease. 
Exclusion of the pylorus is not justified because it is 
as difficult and as serious as pylorectomy and does 
not decrease, but rather increases, gastric hyperse- 
cretion and hyperacidity. Gastro-enterostomy is 
better because it puts the ulcer at rest, changes the 
dynamics and chemism of the stomach, results in a 
permanent cure, and is less serious than gastropy- 
lorectomy. The author uses it in about 1 in 10 cases. 
As a rule he prefers duodenogastrectomy. This 
operation removes the lesions, prevents their pos- 
sible transformation into cancer, and profoundly 
changes the mechanical and chemical conditions of 
gastric function because it removes the pylorus, 
thereby changing the nervous connections, and 
removes also the greater part of the secretory area. 

The author has seen a number of cases in which 
there was no macroscopic ulcer but the pylorus ap- 
peared to be thickened. In 9 such cases in which he 
removed the pylorus a cure resulted. In 2 other 
cases he performed a gastro-enterostomy at first, 
but was obliged to perform a pylorectomy later. 
When the risks of pylorectomy seem out of propor- 
tion to its advantages over gastro enterostomy, he 
performs the latter operation. 

Abadie emphasizes the necessity of delaying opera- 
tion until the blood urea is reduced to approximately 
normal, and the importance of prophylactic vac- 
cination against postoperative pneumonia. He uses 
spinal anesthesia induced with stovaine and pre- 
ceded by an injection of caffeine. He never uses 
morphine or scopolamine. He has been obliged to 
employ ether anesthesia in only 2 cases. 

Aubrey G. Morcan, M.D. 


SURGERY OF THE ABDOMEN 17 


Odelberg, A.: Primary Resection of the Stomach 
in Perforating, Gastric and Duodenal Ulcers. 
Acta chirurg. Scand., 1927, \xii, 159. 

The author reviews 20 cases of primary resection 
for perforating gastric or duodenal ulcer. He draws 
the conclusion that methods of resection may be 
used even in early cases of perforation. 


Persson, M.: Final Results of Gastric Resections for 
Cancer. Ann. Surg., 1927, |xxxvi, 321. 


In this article the surgical] treatment of carcinoma 
of the stomach is reviewed on the basis of 1,150 cases. 
In 339 cases in which only exploration was done 
the operative mortality was 17.1 per cent. In 450 
cases treated by gastro-enterostomy as a palliative 
measure it was 23.1 per cent. In 361 cases a radical 
resection of the stomach was performed. 

The author has made a special study of cases of 
radical gastric resection and has succeeded in tracing 
the majority of them. He points out that during the 
last 20 years the operative mortality of gastric re- 
sections has risen considerably, but this is due to 
the more radical measures employed today and to 
the fact that many cases previously considered in- 
operable are now operated upon. 

Of the 361 patients subjected to resection, 210 
were men. The types of operations were the Billroth 
I, Billroth II, and the Polya. The total mortality 
was 28 per cent. The Billroth I and Polya operations 
have a higher mortality than the Billroth II pro- 
cedure. Eighty and five-tenths per cent of the 
patients died of recurrence of the carcinoma within 
5 years. Eighteen patients were alive and well 
from 7 to 20 years after the operation. 

In several of the cases in which good results were 
obtained the growth was large. In 2 or 3 cases a 
resection of the transverse colon was necessary. In 
none of the cases with successful results was there 
involvement of the regional lymphatic glands. 

The Billroth II and Polya operations proved to 
be far superior to the Billroth I procedure. 

In the author’s experience the scirrhous type of 
carcinoma has shown a much greater tendency to 
recur than any other. Harotp W. Wookey, M.B. 


Devine, H. B.: The Status of Gastro-Enterostomy 
in Gastric Surgery. Med. J. Australia, Supp., 
1927, p. 167. 

Devine reviews the opinions of English, Continen- 
tal, and American surgeons regarding the status of 
gastro-enterostomy. 

The fundamental physiological aim in gastro- 
enterostomy is to obtain an ideal emptying time. 
The emptying time depends upon what Alvarez 
calls the “gradient” of the stomach and intestine 
and on the distance of the stoma from the pylorus. 
The farther away the stoma is from the pylorus, the 
quicker the emptying time. In the author’s cases 
of gastro-enterostomy a skiagram is taken after the 
operation to determine the exact emptying time, 
and a fractional test meal is carried out to find the 
acidity as a guide for postoperative treatment. 
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Cases of unsuccessful gastro-enterostomy fall 
into two groups: (1) those with ulcer formation, 
and (2) those with errors in the gastric motility 
manifested by nausea, a sinking sensation, vomiting, 
diarrhoea with copious “explosive” movements and 
great loss of weight and energy, and excessive spur 
formation at the anastomosis. 

The causes, especially of the errors in gastric 
motility, may be explained as follows: 

1. The afferent loop is too long and a twist in 
the application of the intestine to the stomach was 
not noticed. 

2. The loop is too short and a slight twist has no 
room to untwist. 

3. The loop is kinked near the anastomosis. 

4. The stoma is placed in the retentive deep 
peristaltic area too near the pylorus. 

5. In the very dilated stomach of pyloric stenosis 
the stoma is drawn up toward the cardia and lesser 
curve by the postoperative contraction and retrac- 
tion of the dilated gastric muscle. 

6. The stoma is puckered by being stitched into 
the rent in the transverse mesocolon on the intes- 
tinal side of the anastomosis. 

7. The gastric and intestinal muscle lacks a 
normal “gradient.” 

8. The stoma is too small, or its direction is 
wrong, or it is too near the lesser curvature. 

Spur formation occurs most frequently in very 
large stomata placed too high on the posterior wall 
or too far toward the fundus. 

Herman H. Huser, M.D. 


Ciminata, A.: The Effect of Billroth II Resection of 
the Stomach on the Function and Structure of 
the Pancreas and on Intestinal Absorption 
(Ancora sugli effetti della resezione gastrica alla 
Billroth II sulla funzione e struttura del pancreas e 
sull’ assorbimento intestinale). Arch. ital. di chir., 
1927, xvii, 611. 

Fedeli has written an article disputing the priority 
of the work of Ciminata on the effect of the Billroth 
II resection on the function of the pancreas and on 
intestinal absorption, but Ciminata points out that 
his method was different from that of Fedeli. 
Fedeli studied the external secretion of the pancreas 
in dogs with pancreatic fistula after exclusion of 
the pylorus by von Eiselsberg’s or Parlavecchio’s 
method. Ciminata made two series of experiments, 
in one of which he studied the intestinal absorption 
of fats and nitrogenous substances after resection of 
the pyloric part of the stomach by the Billroth II 
method, and in the other of which he studied the 
external secretion of the pancreas in dogs with 
permanent pancreatic fistulae after resection by the 
same method. His object in both series was to 
study the external secretion of the pancreas after 
deviation of the acid chyme from the duodenum. 
He still claims priority for his method as it was 
different from that of Fedeli. He is glad to note that 
the results by the two methods are the same. 

Aubrey G. Morcan, M.D. 


Eliot, E., Jr.: Fistula of the Small and Large 
Intestine. Ann. Surg., 1927, 1xxxvi, 406, 464. 

Eliot limits his discussion to fistula above the 
level of the rectum. He classifies such intestina! 
fistulae as: (1) fistulae opening externally on the 
abdominal wall, (2) openings between the lumina of 
hollow viscera, and (3) fistula formed by the ruptur- 
ing of an abscess into a hollow viscus. 

Fistulz in the first group may cause characteristic 
symptoms or may be found only on exploration. In 
biliary obstruction, a natural cholecystenterostomy 
may occur. Fistulz opening externally discharge the 
contents of that portion of the intestines in which 
their inner orifice is situated. The amount of the dis- 
charge depends upon the length of the tract, its 
tortuosity, and the size of its inner orifice. A case 
is cited in which the discharge was intermittent 
because of a valve-like inner orifice. 

The character of most intestinal fistulae can be 
determined with the X-ray after the administration 
of a bismuth meal or enema. In the small intestine, 
the location of a fistula can be estimated roughly 
from the length of time elapsing between the oral 
administration of an aniline dye and the appearance 
of the dye in the discharge. 

Intestinal fistula formed surgically for the relief 
of obstruction or intestinal paresis usually close 
spontaneously, but occasionally they persist, and if 
the opening is in the upper part of the intestine and 
if it discharges the major portion of the intestinal 
contents, its closure may be both serious and difficult. 

The treatment of intestinal fistule is conservative 
or radical. By more prompt operation for strangu- 
lation and abscess, care in surgical technique and 
handling of the tissues, and prevention of contact 
between a drain and a visceral line of suture, the 
formation of an intestinal fistula may often be 
prevented. 

Conservative treatment should always be tried 
except in cases of debilitating duodenal fistul. 
The irritating effect of the discharge on the skin may 
sometimes be controlled by the application of suit- 
able emollients and frequent changes of the dressing. 
An effort should be made to decrease the discharge 
by the pressure of graduated tampons. 

Following appendectomy, fecal fistula are much 
less frequent if the stump of the ligated appendix 
is buried by a pursestring suture of absorbable 
material. When this is impossible because of fri- 
ability of the cecal wall, the omentum should be 
sutured over the doubtful area. In destruction of the 
intestinal wall contiguous to an abscess, the intestine 
should be resected and an anastomosis effected if the 
patient’s condition will permit it. 

For fistule of the sigmoid colon, which are often 
due to a ruptured diverticulum or pelvic abscess, 
conservative treatment is best. 

In the treatment of fistulz of the upper intestines, 
radical measures are usually dangerous. As ad- 
vocated by Koehler, attempts should be made to 
re-establish the normal passage of the intestinal 
current by the introduction of the horizontal portion 
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of a rubber T tube. After the size of the fistulous 
orifice has been materially reduced by granulations, 
the vertical and outer horizontal segments of the 
tube should be severed and the remaining horizontal 
segment left to be discharged through the rectum. 

Radical treatment is indicated when conservative 
treatment fails. Either the simple extraperitoneal 
suture of the orifice of the fistula or the more formid- 
able suture or resection may be attempted. 

In the treatment of complete fistule of the lower 
part of the small intestine in which the distal segment 
of the intestine, retracted into the peritoneal cavity, 
lies at some distance from the anterior abdominal 
wall, the author follows the mesentery of the prox- 
imal loop to its vertebral attachment and then, 
tracing it downward and to the right, dissects close 
to the mesenteric layer until the orifice of the distal 
loop comes into view. He then makes an end-to-end 
anastomosis. 

He reports the case of a woman on whom a 
myomectomy was done eleven years ago. In 1924, 
the patient had attacks of low abdominal and rectal 
pain, fever, and diarrhoea. At operation, an extensive 
abscess was found. Thereafter a sinus persisted in 
the abdominal scar. In 1925, the sinus was found to 
communicate with the small intestine, but its dis- 
charge has gradually decreased and the abdominal 
scar has become progressively more depressed so 
that healing will probably result. 

In the discussion of this report, Morris stated 
that if the inner opening of the fistulous tract is far 
enough away from the abdominal wall, plastic exu- 
date will usually close the tract spontaneously. 
In many cases of fistula, the injection of Beck’s 
bismuth paste gives good results. In a case of fistula 
due to a large ovarian abscess one injection was 
followed by cure. 

Hevp classified intestinal fistula into four groups: 
(1) those occurring from the perforation of a 
marginal ulcer into the colon, (2) those occurring 
between pelvic abscesses, the tubes, and the sigmoid, 
(3) those occurring between the gall bladder and 
duodenum, and (4) those occurring after gangrenous 
perforative appendicitis. He reviewed the surgery 
that is necessary to cure a gastrojejunocolic fistula 
and cited a case in which a no-loop gastro-enteros- 
tomy had been done previously. He stated that 
fistula in the duodenum heal well and are of less 
importance than those occurring from the opening of 
a jejunal stump following resection. Since all in- 
testinal fistulae are different, he believes that each 
must be considered separately. 

DunuHAM reported a case in which he injected 
iodoform and ether into an abdominal sinus which 
exuded pus but no gas or feces. Soon thereafter the 
odor of ether was detected on the patient’s breath, 
this indicating a connection between the sinus and 
the intestine. The sinus closed without further 
treatment. 

BRICKNER suggested that in Eliot’s case the in- 
testine may have been invaded by an endometrioma 
or the sinus may have had two communications, one 


with the intestine and the other with the uterus or a 
tube. 

Dovuctass discussed two cases showing the diffi- 
culty encountered in determining the etiology of 
fistula. One was the case of a man with several 
fistule following operation for double hernia. At a 
second operation a strangulated femoral hernia was 
found and a cure was effected by a temporary 
czcostomy and intestinal resection. The other case 
was that of a man upon whom an ileosigmoidostomy 
had been followed by a fecal fistula. On the sup- 
position that the anastomosis had given way, a 
second operation was performed. On dissection of 
the fistula, a small hole in a loop of the small in- 
testine was found. 

ERDMAN reported a case of combined external 
fistula similar to the case reported by Eliot. 

STETTEN called attention to the fact that cigarette 
drains may cause fecal fistula. He believes, however, 
that abdominal drains should be left in place for at 
least a week in order to establish a definite sinus 
tract. 

AUCHINCLOss stated that in the treatment of 
intestinal fistula he has used a sea sponge with a 
hole in the center for a suction tube. The sponge 
takes up the excess fluid as it gushes out. He has 
found also that drying the wound with an electric 
light lamp is of great aid. He warned of the occur- 
rence of fecal fistula from the division of intestinal 
adhesions. 

Bancroft said that one of the ways of preventing 
fistulae is drainage of secondary pelvic abscesses 
following appendicitis through either the cul-de-sac 
or the rectum. 

In closing the discussion, EL1or reported that he 
had never used Beck’s paste or opened pelvic ab- 
scesses through the rectum. He cited statistics show- 
ing that duodenal fistulz usually heal spontaneously. 
He believes that abdomina! drainage is best estab- 
lished by means of a flexible rubber tube with a 
strip of gauze running through it. The tube should 
be removed at the end of the second day and there- 
after changed daily. At the end of a week its use may 
frequently be suspended. The period of drainage 
should be as short as possible. 

Kart H. TANNENBAUM, M.D. 


Mauclaire: Spinal Anesthesia in Intestinal Occlu- 
sion (A propos de la rachianésthesie dans l’occlu- 
sion intestinale). Bull. et mém. Soc. nat. de chir., 
1927, liii, 472. 

Lapointe, A.: Spinal Anzsthesia in Acute Ileus 
(La rachianésthesie dans Viléus aigu). Bull. et 
mém. Soc. nat. de chir., 1927, liii, 474 

Vanlande, Boppe, and Okinczyc: Spinal Anzesthesia 
and Ileus (Rachianésthesie et iléus). Bull. et mém. 
Soc. nat. de chir., 1927, liii, 479. 

Picot: Spinal Anzesthesia in Intestinal Occlusion 
(La rachianésthesie au cours de l’occlusion intesti- 
nale). Bull. et mém. Soc. nat. de chir., 1927, liii, 486. 


MAUCLAIRE reports 2 cases in which intestinal 
occlusion was overcome by spinal anesthesia. One 
of them was a case of strangulated hernia and the 
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other a case of spasmodic ileus. In 2 other cases 
in which the method was tried later it failed. Both 
of these were cases of tumor of the large bowel. To 
date, about 30 successful results have been pub- 
lished, but Mauclaire believes good results are ex- 
ceptional and that there are a great many failures. 

Spinal anesthesia may cause the reduction of a 
hernia that has been irreducible. This it does 
probably by overcoming the contracture of the 
muscles of the abdominal wall, but there is some 
danger involved in the reduction. In true intestinal 
obstruction it is successful much less frequently. 
Sometimes, following the first stool, gangrene of the 
intestines begins. Therefore if an intestinal ileus is 
overcome by spinal anesthesia, Mauclaire recom- 
mends an exploratory laparotomy, performed either 
immediately or after a few hours, particularly if 
distention recurs. 

LAPOINTE calls attention to recent recommenda- 
tions of spinal anesthesia in the treatment of acute 
ileus. Duval has reported a number of cases and 
has stated that spinal anesthesia seems to over- 
come all varieties of ileus immediately. Lapointe 
says that spinal anesthesia is sometimes followed 
by sudden and copious involuntary evacuation of 
the intestine. The matter evacuated is liquid and 
evidently comes from the small intestine as the 
result of contraction of that part of the intestinal 
tract. However, Lapointe believes that the only 
form of ileus that can be overcome by spinal an- 
esthesia is a paralytic ileus. In support of this belief 
he refers to the 7 cases which Chenut has reported 
as acute postoperative ileus but which Lapointe 
believes were cases of paralytic ileus. The passage 
of a stool and the relaxation of a strangulated hernia 
may occur after any form of anesthesia and does 
not obviate the necessity for removal of the ob 
struction. 

Duval’s 8 cases of complete retention due to 
mechanical intra-abdominal obstruction are cited. 
Five of these were cases of cancer of the colon. 
Lapointe holds that occlusion from cancer of the 
colon is not an acute ileus; it is the last stage of a 
prolonged incomplete chronic retention and may be 
overcome temporarily by spinal anesthesia to a 
sufficient degree to permit the passage of intestinal 
contents. 

The same reasoning applies to the 2 cases in this 
group in which the obstruction was due to adhesive 
bands and to the case in which it was the result of a 
slight volvulus. 

The temporary relaxation brought about by the 
spinal anesthesia does not mean that the obstruc- 
tion has been removed. It is better to complete the 
operation than to send the patient back to bed as 
some surgeons have done, thinking that the ileus 
was cured permanently. The results of spinal 
anesthesia depend upon a correct differential 
diagnosis between paralytic ileus and ileus due to 
mechanical obstruction. - 

VANLANDE, Bopre, and OKINCzyc report 6 cases 
of spinal anesthesia. Two were operated upon by 


Vanlande and 4 by Boppe. In Vanlande’s cases, in 
which the obstruction was due to cancer of the 
colon, the spinal anesthesia failed to bring about 
an evacuation of the intestines. One of the patients 
died, showing the danger of spinal anesthesia for 
persons who are weak and toxic. Spinal anesthesia 
causes a sudden hypotension, and in patients already 
suffering from hypotension this may prove fatal. 

In Boppe’s first case, one of postoperative para- 
lytic ileus, spinal anesthesia was a failure and death 
resulted in spite of enterostomy under local an- 
wsthesia. In the 3 other cases the spinal anesthesia 
was immediately followed by intestinal evacuation, 
but an operation was performed in spite of the 
temporary relief and in one case showed a volvulus 
of the small intestine and in another an omental 
band strangulating the small bowel. The third case 
was one of hysterectomy with Mikulicz drainage. 
Occlusion from adhesion of the intestine to the sac 
necessitated re-operation, premature removal of the 
drainage sac, and liberation of the adhesions. All 
3 of the patients recovered. 

The authors believe that some of the sudden 
deaths following spinal anesthesia are due, not to 
the anesthesia itself, but to the relaxation of the 
occlusion which throws a large amount of toxic 
intestinal contents into the intestine below the 
ileus where it is absorbed. This danger is the greater 
the higher the occlusion. In low occlusions in the 
large intestine it is practically non-existent. 

In the authors’ opinion, the results of spinal an- 
wsthesia are not very brilliant. The anesthesia does 
not bring about evacuation of the intestine; it is 
dangerous in the cases of intoxicated patients; 
its action is not sufficient to render operation un- 
necessary; and it is associated with the danger of 
toxic absorption even if intestinal evacuation results. 

Picor states that in his opinion spinal anesthesia 
is very dangerous in intestinal occlusion. The only 
serious results from spinal anesthesia noted by 
him in 1,000 cases occurred in cases of obstruction of 
the intestine. One of the patients with an unfavor- 
able result was a 65-year-old man with a tumor of 
the colon who had had occlusion for 4 days. He was 
very weak and his abdomen was greatly distended. 
Immediately after the induction of the spinal 
anesthesia he became livid and died in spite of all 
efforts at resuscitation. The other patient with an 
unfavorable result was a woman who had had 
occlusion for 5 days. In this case the spinal an- 
zsthesia was followed by repeated attacks of 
syncope, but recovery resulted following the 
intravenous injection of 1 mgm. of adrenalin. 

The author believes that the cause of these 
accidents was the sudden fall in the blood pressure 
brought about by the spinal anesthesia. In patients 
who already have a low pressure, this may be fatal. 

In the discussion of these reports, BAzy em- 
phasized the unfavorable effect of the absorption of 
toxic intestinal contents by the normal loops of 
intestine below the occlusion, and reported a death 
from this cause after general anesthesia. 
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Auvray said that he does not use spinal an- 
wsthesia in serious cases of occlusion as he knows of 
2 deaths on the operating table resulting from the 
hypotension. Aubrey G. Morean, M.D. 


Duval, P.: Spinal Anzsthesia in Acute Ileus (La 
rachianésthesie dans l’iléus aigu). Bull. et mém. 
Soc. nat. de chir., 1927, liii, 596. 


Duval has collected 400 cases of spinal an- 
wsthesia in acute ileus. He groups them into cases 
of strangulated hernia, dynamic ileus, and mechan- 
ical ileus, with various subgroups under the 2 
latter headings. He finds that spinal anesthesia 
brought about evacuation of the intestine in 68 
per cent of the cases of dynamic, paralytic, and 
spasmodic ileus and in only 16 per cent of those of 
mechanical ileus. 

Tn acute ileus its effect varies greatly in different 
cases. It does not seem to be dangerous unless the 
patient is weak and intoxicated and has a low blood 
pressure. 

In strangulated hernia, local anesthesia should be 
used as it is more active in causing spontaneous 
reduction of such hernia than any other form of 
anesthesia. 

In postoperative ileus, spinal anwsthesia seems to 
be the treatment of choice if peritonitisis not evident. 
The only question is whether a secondary operation 
is necessary after the evacuation of the intestine. 
The author believes that spinal anesthesia often 
brings about a permanent cure without any further 
intervention and that these are the only cases in 
which it should be used as treatment. However, the 
patient should be kept under close observation and 
a secondary operation should be performed if the 
symptoms of ileus recur. 

In cases of mechanical ileus the intestinal evacua- 
tion should be followed by operation. Whether the 
operation should be performed immediately or after 
several hours of rest will depend upon the conditions 
of the particular case. 

When spinal anesthesia causes intestinal evacua- 
tion it facilitates the examination of the abdomen 
and renders the operation less serious. Even when 
it does not cause evacuation until after the removal 
of the obstruction, it obviates the necessity for 
handling the distended loops to put them back into 
the abdomen, makes the closure of the abdomen 
easier, and favors rapid disintoxication of the 
organism which, in Duval’s opinion, far outweighs 
the danger of intoxication from the absorption of 
toxic material that has been emphasized by 
Okincezyc. Duval concludes that spinal anesthesia 
is the anesthesia of choice in acute ileus except in 
the cases of patients with severe intoxication or low 
blood pressure. Aubrey G. Morean, M.D. 


Guibal, P.: Spinal Anzesthesia in Ileus (La rachian- 
esthésie dans Viléus). Buil. et mém. Soc. nat. de 
chir., 1927, liii, 539. 

The author has used spinal anesthesia in 46 

It brought about 


cases of intestinal occlusion. 
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evacuation of the intestine in only 4. In 2 cases it 
caused very serious apnoea, and in 2 others, death. 
In 3 of the 4 cases in which intestinal evacuation 
resulted, it did not occur until after removal of the 
mechanical obstacle and would probably have 
occurred in a few hours without the spinal anzs- 
thesia. The 2 patients who died were well and 
vigorous, and if any other than spinal anesthesia 
had been used, would probably have recovered. 
From his experience in about 3,000 cases, Guibal 
concludes that spinal anaesthesia does not cause evac- 
uation of the intestines in more than about 1 case 
in 10. He believes it to be particularly dangerous 
in ileus because this condition is generally accom- 
panied by intoxication, stercoremia, and shock. 
Aubrey G. MorGan, M.D. 


Larimore, J. W., and Graham, E. A.: Diverticula 
and Duplicature of the Duodenum; with 
Reference to the Importance of Cholecystitis 
in the Production of Symptoms. Surg., Gynec. & 
Obst., 1927, xlv, 257. 

A large majority of duodenal diverticula are 
clinically latent. In addition to diverticula of the 
true and false types there are pseudo-diverticula. 
Pseudo-diverticula are redundant duplications of 
the duodenum within its retroperitoneal sheath. 

The X-ray findings in the various types of duo- 
denal diverticula are described. Differentiation of 
the true and false types cannot be made prior to 
operation or autopsy. A case of large false divertic- 
ulum and 2 cases of pseudo-diverticula are re- 
ported. In the latter, the gall bladder was diseased 
and its removal relieved all of the symptoms al- 
though the diverticular side-pockets of the duo- 
denum persisted. Cholecystography is considered 
a necessary procedure in such cases. 

J. FRANK Doucury, M.D. 


Brenner, E. C.: Perforated Ulcers of the Duodenum. 
Ann. Surg., 1927, Ixxxvi, 393. 


Brenner reviews twenty-seven cases of perforated 
ulcer of the duodenum. He states that shock is not 
so prominent or so frequent a complication of per- 
foration as is generally believed. It occurred in seven 


of his cases. He noticed that ulcers about to per- 


forate caused tenderness and rigidity of the abdom- 
inal wall on pressure. He believes that operation 
should be performed immediately, regardless of the 
occurrence of shock. The lumen of the duodenum 
may be reduced as much as half by infolding of the 
ulcer without danger of causing stenosis. In the 
author’s cases, simple closure of the ulcer gave the 
best results. D. E. Ropertson, M.D. 


Potoschnig, G.: Perforated Duodenal Ulcer in a 
Child 11 Years of Age; Gastroduodenal Resec- 
tion; Recovery (Ulcera duodenale perforata in 
bambina di 11 anni; reseione gastro-duodenale; 
guarigione). Arch. ital. di chir., 1927, xvii, 508. 


A child 11 years of age was suddenly taken with 
intense abdominal pain in the early morning and 


in 
he 
ut 
its 
for 
sia 
dy 
ra- 
th 
sia 
yn, 
he 
jus 
tal 
ise 
re. 
ac 
he 
All 
en 
to 
he 
xic 
he 
ter 
he 
in- 
eS 
is 
In- 
of 
ts. 
sia 
aly 
of 
or- 
of 
yas 
ed. 
nal 
all 
an 
ad 
of 
he 
ese 
ure 
nts 
tal. 
m- 
of 
of 


22 INTERNATIONAL ABSTRACT OF SURGERY 


brought to the hospital, a journey of 3 hours, on the 
back of a mule. The mother said that the patient 
had had gastric symptoms and transitory pain in 
the epigastrium for several months and before the 
last attack had vomited twice. For the past few 
days the pain had been more intense and had lasted 
for several hours. On the way to the hospital the 
child had vomited twice. 

A diagnosis of perforated duodenal ulcer was made 
from the rapid development of the signs of diffuse 
peritonitis and from the discovery, on roentgen 
examination, of a zone of air between the liver anc 
the diaphragm. Gastroduodenal resection by the 
Billroth II method was followed by recovery. 

Ulcer of the stomach and duodenum is rare in 
childhood, and perforation is still more unusual. 
The author believes that his patient is the youngest 
patient in whom a perforated ulcer has been treated 
by gastroduodenal resection. Most of the cases 
have been treated by simple suture of the ulcer. 
The author decided that resection was indicated in 
his case because the lesion was a chronic callous 
ulcer, the condition of the heart was good, and the 
peritonitis was still limited to the subhepatic space. 

Aubrey G. Morcan, M.D. 


Sherwood, W. A.: Neoplasms of the Ileoczecal Valve. 
Surg. Clin. N. Am., 1927, vii, 1057. 

New growths of the gastro-intestinal tract are 
found most commonly at the points of greatest 
constriction where the alimentary tube changes in 
structure and function and where there is a valve or 
valve-like arrangement for the expulsion of the food 
current from one part to another. These points of 
greatest constriction are the cesophageal orifice of 
the stomach, the pyloric ring, the ileocecal valve, 
the rectosigmoid juncture, and the anorectal pouch. 

The author reports three cases in which the neo- 
plasm originated in the septum dividing the cecum 
from the ileum and caused an intussusception. 
Histological examination of each tumor showed 
three types of pathological change—carcinoma, 
fibroma, and lymphosarcoma. 

MER R. Hoon, M.D. 


Miles, W. E., Gabriel, W. B., Gordon-Watson, Sir - 


C., Rowlands, R. P., and Others: Discussion on 
Colostomy. Proc. Roy. Soc. Med., Lond., 1927, 
XX, 1451. 

Mites: As a result of the advances that have 
been made in surgery, the lumbar colostomy of pre- 
antiseptic days has been superseded by the more 
logical and mechanically improved sigmoidostomy. 
At first the sigmoidostomy was made in the middle 
of the pelvic loop, with a large opening in the 
parietes, but the spur receded so that the opening 
became a lateral one with all the defects of the 
lumbar colostomy. Later, Cripps pointed out that 
the difficulties could be obviated by making the 
opening high up in the pelvic colon. 

The essential requirement of a colostomy is pre- 
vention of the passage of bowel contents beyond the 


stoma into the distal loop. To meet this requirement 
a permanent spur is essential. When the mesocolon 
is short, difficulties occur in maintaining the spur; 
as soon as the supporting rods are removed, tension 
from within causes the spur to recede. It was 
formerly thought by some surgeons that the re- 
cession could be prevented by dividing the bowel 
completely to interrupt peristalsis. Division of the 
bowel is objectionable, however, as it creates a weak 
spot between the openings which favors herniation. 

GABRIEL: Colostomy is now being done with in- 
creasing frequency and is superseding operations 
performed chiefly for the purpose of avoiding it. 
It has come to be an essential part of any radical 
operation for carcinoma of the rectum, and if well 
executed will give comparative comfort and will not 
prevent the patient from carrying on his normal 
occupation. 

Common indications for colostomy in inoperable 
carcinoma of the rectum are impending obstruction, 
pain, loss of control from involvement of the 
sphincters, profuse discharge and hemorrhage, 
multiple perianal fistula, rectovaginal fistulz, cellu- 
litis of the buttock, and a mass of growth outside 
the anus. 

Colostomy is indicated also in fibrous stricture of 
the rectum, and for diverticulitis with abscess 
formation, peritonitis, or vesicovaginal fistula. 

A rare indication for the operation is acute 
spreading ulceration about the rectum and anus. 

In recent injuries of the rectum, especially those 
associated with fractures of the sacrum and pelvis, 
colostomy is a useful adjunct to local drainage. It 
is of value also for the relief of obstruction due to 
compression by extrarectal tumors. 

The best incision is a vertical one 1% in. to the 
left of the midline, splitting the fibers of the rectus 
muscle and large enough for exploration should 
exploration be required. Such an incision is less 
liable than others to be followed by a ventral hernia, 
and through it the transverse colon can be reached. 
It is superior to any incision through the oblique 
muscles. 

Fixation of the bowel is best accomplished by 
means of a glass rod pushed through the mesocolon 
% to 1 in. from the edge of the bowel. This rod 
should be left in place for 14 days in order to pre- 
vent any subsequent retraction of the bowel. The 
peritoneum with the posterior fascia and the rectus 
sheath should be approximated to the bowel wall in 
layers with interrupted sutures of catgut. The skin 
should be closed, when necessary, by interrupted 
silkworm-gut sutures. Accurate closure is necessary 
to increase the strength of the abdominal wall. 

The most common difficulty is due to shortness of 
the pelvic mesocolon. Liberation of the bowel may 
be facilitated by division of adhesions. If a pelvic 
colostomy seems impossible, the incision may be 
extended upward and the transverse colon brought 
out. 

The immediate complications of colostomy in- 
clude heart failure, pulmonary complications, ex- 
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haustion, peritonitis, prolapse of the small bowel, 
intestinal obstruction, coma, renal failure, and 
hemorrhage. 

Among the remote complications are scar con- 
traction with stenosis, retraction of the spur, pro- 
lapse, ventral hernia, and extension of the carcinoma 
to the site of the colostomy. 

Opening of the colostomy should not be done until 
48 hours after the operation unless there is extreme 
distention. The later the colostomy is opened the 
better the chances for healing of the incision. A 
Paquelin cautery should be used in the transverse 
axis of the bowel. 

At least 1% in. of bowel should be left outside the 
abdomen. The excess may be trimmed off with 
scissors. A blanket stitch of catgut is advisable 
around each orifice. 

A washout with soapsuds, with the patient on his 
left side, should be a daily routine procedure. The 
distal loop also may be lavaged on alternate days. 

In St. Mark’s Hospital, London, a thin piece of 
cotton wool about 5 in. square is placed next to the 
skin and covered by a flat piece of celluloid with 4 
studs facing outward to impinge on the retaining 
belt. Colostomy cups are not advisable. 

Foods with a laxative effect should be avoided. 

Gorpon-Wartson: Certain details of the operation 
of colostomy should be stressed. In order to obviate 
the danger of hernia, the incision, if made large 
enough for exploration, should be reduced so that 
there is just room for the bowel and glass rod. It 
should be borne in mind, however, that if the opening 
is too small, obstruction may occur. Spreading 
sepsis may be prevented by suturing the posterior 
and anterior layers of the rectus sheath together and 
the raised peritoneum to the bowel. The epigastric 
vessels should be avoided. 

A very important detail is the prevention of 
tension on the bowel which may cause hemorrhage 
or interfere with the blood supply. 


A daily washout is necessary. After a washout, the — 


patient can often go until the next day without being 
soiled. Colostomy cups are to be avoided as they 
are often offensive and are apt to cause congestion 
and prolapse. 

Row anps: Colostomy is a valuable operation; it 
prevents suffering and saves or prolongs life. It is 
particularly valuable in carcinoma of the rectum or 
sigmoid, and is more effective than cecostomy in re- 
lieving obstructions low down in the colon or rectum. 
It is undesirable, however, when resection or short 
circuiting can be carried out without undue risk. 

A small partial opening is essential. The most 
satisfactory location is the high left inguinal or iliac 
region. The bowel is held in place best by a glass rod 
orrubber-coveredartery forceps, but may be anchored 
secondarily by means of skin sutures at the upper 
and lower angles of the wound. 

If the bowel must be opened immediately, a rubber 
tube will serve a longer time without leakage than a 
glass tube. In all cases the colon must be free and 
without tension. 


Norsury: A subumbilical colostomy through the 
left rectus is better controlled by the patient than an 
inguinal colostomy. 

Complications of importance are: (1) retrograde 
intussusception of the lower end of the colostomy 
with gangrene of this portion of the bowel; (2) con- 
traction of the opening with obstruction; (3) rupture 
of a diverticulum during acute obstruction; and (4) 
prolapse of the bowel at the colostomy opening. 

Epwarps: When performing a colostomy it is the 
aim of the surgeon to prevent the passage of bowel 
contents from the proximal to the distal portion of 
the colon and at the same time to prevent prolapse 
of the small intestine through the wound. Both of 
these aims are best accomplished by forming an 
effective spur by inserting a deeply buried silkworm- 
gut suture which bisects the wound. Such a deep 
suture should never be omitted. 

For control, a hypogastric location through the 
left rectus muscle is best. Cups, bags, or bottles in 
the after-treatment are contra-indicated. 

LockHart-Mvummery: The high left rectus incision 
is the most satisfactory for cleanliness and control. 
A daily washout is necessary in most cases. When 
the patient is abnormally fat it is best to cut away 
a large area of fat and allow the skin to come down to 
the aponeurosis rather than to attempt to bring the 
gut to the surface under considerable tension. 

MILLIGAN: The left rectus colostomy has certain 
drawbacks: (1) hemorrhage from the deep epigastric 
vessels, (2) ventral hernia, and (3) the proximity of the 
umbilicus which necessitates special attention for 
cleanliness. 

Absolute control of a colostomy by the patient is 
practically impossible, but may be aided by a daily 
washout and the avoidance of laxative foods and 
drinks. 

When there is any doubt that a colostomy will be 
beneficial, it should not be performed. 

FitzwititaMs: There is not much difference in the 
end-results dependent upon the location of the 
colostomy. ‘Theoretically, however, better results 
should be obtained from a gridiron incision high 
up on the lateral abdominal wall. 

Exploration, either through the colostomy in- 
cision or through a primary incision, is always in- 
dicated. In cases of carcinoma of the rectum, the 
discovery of a secondary nodule in the liver should 
contra-indicate any further procedure except meas- 
ures for the relief of obstruction. If technical care is 
taken, a large incision should not produce com- 
plications. MarsHatt Davison, M.D. 


Brindley, G. V.: The Symptomatology and Diag- 
nosis of Cancer of the Large Bowel. Texas State 
J. M., 1927, xxiii, 325. 

The chief function of the right bowel, which de- 
velops from the midgut, is the absorption of fluids. 
In this part of the colon the cellular or ulcerating 
type of carcinoma predominates. The function of 
the rest of the large intestine is the retention of the 
intestinal contents until its excretion, and in this 
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portion the fibrous or obstructing type of carcinoma 
is the most common. The rectum, however, re- 
sembles the cecum in its type of tumor. 

Cancers of the cecum and rectum are first mani- 
fested by melana without obstruction, while those 
of other portions of the colon cause symptoms of 
obstruction such as constipation, colicky pain, 
cramping, and attacks of incomplete obstruction 
with narrowing of the lumen. Mild pain, discom- 
fort, or an “uneasy feeling” in the abdomen may be 
present with cancer in any part of the large intestine. 

In the author’s cases of cancer of the cecum and 
ascending colon the most constant symptom was 
mild pain. The mildness and the persistence of the 
pain with short free intervals and the presence of 
only slight local tenderness or constitutional symp- 
toms are important in differentiating cancer from 
an inflammatory condition. In over 50 per cent of 
the author’s cases gastric symptoms developed. 
The most constant physical finding was a palpable 
mass. Signs of anemia were evident in the sallow 
skin and the findings of the blood examination. 

Similar but milder general symptoms may be 
caused by cancer of the hepatic flexure and the 
transverse colon. A feeling of fullness commonly 
precedes the pain. Symptoms of stenosis are among 
the first noticed and are relieved by free evacuation. 
Cancer is less common in these parts than in the 
cecum. 

Cancer of the splenic flexure and descending colon 
is relatively infrequent. Its symptoms are similar 
to those of sigmoid cancer. 

Cancer of the sigmoid gives rise to discomfort in 
the lower part of the abdomen on the left side, con- 
stipation with intermittent cramping, attacks of 
colicky pain relieved by free evacuation, and the 
presence of a mass. Relief of the pain by laxatives 
usually indicates the presence of obstruction. 

Cancer of the rectum includes the majority of all 
cancers of the large bowel. The stomach is the only 
alimentary organ more frequently involved by malig- 
nancy than the rectum. The first symptom of rectal 
cancer is a derangement of the time of defecation 
and the appearance of blood and mucus in the stools. 
Early lesions are associated with constipation or 
obstruction or a feeling of weight in the pelvis or 
rectum. In 50 per cent of the cases an incorrect 
preliminary diagnosis is made. By digital and X-ray 
examination it is nearly always possible to make a 
diagnosis sufficiently early to expect a cure. 

Marcus H. Hosart, M.D. 


Stone, H. B.: The Interposition of Small Bowel 
Segments Between Divided Ends of the Colon. 
Ann. Surg., 1927, |xxxvi, 401. 


Following extensive resection of the pelvic colon 
it is occasionally difficult to perform an anastomosis 
of the sigmoid and rectum and preserve the function 
of the anus. 


The author was prompted to carry out experi- 
ments on the interposition of a segment of small 
bowel between the divided ends of the colon by the 


case of a patient who was admitted to the Phipps 
Psychiatric Clinic with profound mental depression 
due to distress from an incontinent colostomy. In 
this case the sigmoid had been resected for diverti- 
culitis, and as the gap between the sigmoid stump 
and the rectum had been considered too great for 
the ends to be brought together, the sigmoid had 
been brought out and fixed in the midline incision 
for an artificial anus and the rectum closed. Recta! 
examination by Stone revealed a normal anus and 
sphincter muscles and a blind pouch of rectum to 
cm. long. 

Two plans of operative attack were considered: 
(1) mobilization of the descending colon with direct 
end-to-end anastomosis of the sigmoid to the rem- 
nant of the rectum, and (2) the.grafting of a loop of 
ileum between the sigmoid and rectum to make good 
the defect and re-establish the lumen to the anus. 

At operation it was found ‘possible, by dividing 
the peritoneum, to bring down the end of the sig- 
moid to the floor of the pelvis without tension. The 
rectum was then opened and an anastomosis made 
by invaginating the sigmoid, fastened around a rec- 
tal tube, into the rectal stump. 

After convalescence, which was protracted and 
stormy chiefly because of the patient’s mental con- 
dition, a complete recovery with practical dis- 
appearance of the depression resulted. The sphinc- 
ter required a number of weeks to regain its function. 

In this case a loop of ileum that was adherent 
to the stump of the rectum could easily have been 
utilized as a graft if it had been impossible to re- 
establish the continuity of the tract by the method 
employed. 

In the author’s experiments on the use of a graft 
of the small intestine the plan of operation adopted 
was extremely simple. A segment of ileum was 
isolated by dividing it at each end with care to pre- 
serve its vascular supply intact, and the continuity 
of the ileum restored by end-to-end anastomosis of 
the bowel above and below the isolated loop. Then, 
after division of the colon, the segment of ileum was 
interposed between the divided ends of colon by two 
end-to-end anatomoses with care to preserve iso- 
peristalsis, and the gaps in the mesentery were su- 
tured. 

This experiment was performed on nineteen dogs 
under ether anesthesia. The first seven dogs died 
within the first four days after the operation. At 
autopsy on some of these animals imperfect anasto- 
moses with small leaks and a limited peritonitis were 
found, but in others no gross lesion such as perito- 
nitis, obstruction, or hemorrhage could be discovered. 
The dogs had bowel movements after the operation 
and vomited very little. 

At this period in the work, failures were attributed 
to the length of time required for the operation, poor 
condition of some of the dogs, and the fact that 
several operators collaborated in the work. 

With the eighth dog a positive success was at- 
tained. This animal was still living after three and a 
half weeks and his nutrition and alimentary function 
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were apparently normal. Of the nineteen dogs used 
in the experiments, six lived long enough to warrant 
the statement that they survived the operation. 

The improvement in the results as the experi- 
ments progressed may have been due to increased 
length of the transplanted segment from between 
5 and 7 cm. to between 12 and 15 cm. and the 
inclusion of two sets of vessels instead of one in the 
mesentery of the segment of ileum. 

After starting this work the author found that 
Vignolo had performed almost the same operation on 
animals and, on August 1, 1910, on one human 
patient. In the latter case, he did an ileocolorecto- 
plasty by uniting the upper end of the segment of 
ileum to the descending colon by lateral anastomosis 
and the distal end into the rectal pouch from below, 
removing the rectal mucosa and suturing the seg- 
ment to the skin. Because of metastases, the original 
colostomy was not closed later. In 1915, Soresi 
reported similar experiments. 

The preservation of the rectum and anus for 
anastomosis should never interfere with the complete- 
ness of the primary operation. 

The article is supplemented by protocols of the 
experiments. Kart H. TANNENBAUM, M.D. 


Lynch, J. M.: Prolapse of the Rectum. J. Am. M. 
Ass., 1927, Ixxxix, 1050. 

Prolapse of the rectum is a highly incapacitating 
condition. Although many eminent surgeons have 
been interested in it, there has been little advance in 
its surgical relief. 

The natural supports of the rectum are the peri- 
toneal reflection, the lateral ligaments, and the 
levator ani muscle with its fascia. The rectum is 
supported in almost the same way as the uterus. 

Between the levator ani and the sacrum posterior- 
ly and the rectum anteriorly there is a mass of tissue 
termed by Smith the “rectosacral aponeurosis.” 
This forms one of the layers of the visceral pelvic 
fascia. It is less dense in the midline, but laterally 
is quite strong and forms the rectal stalk described 
by Smith. It enters the ampulla or lower portion of 
the perineal chamber. 

The rectosacral aponeurosis forms a posterior 
capsule for the rectum and pararectal glands. When 
it is cut, the rectum and a considerable portion of the 
pelvic colon can be withdrawn through a perineal 
wound. In the author’s opinion, the true supports of 
the rectum are the pelvic fascia and connective 
tissue. 

There is considerable disagreement as to the 
etiology of rectal prolapse. Jannell believes that the 
primary factor is the elongation of the mesosigmoid. 
Lenormant maintains that the levator muscle is 
chiefly responsible, while Zuckerkandl characterizes 
the condition as a hernia due to a deep cul-de-sac 
into which the small intestine drops and, by pressure, 
gradually works the sagging down until the rectum 
appears externally. If there is structural weakness, 
any form of straining may bring on prolapse, the 
force being greater than the supports will stand. 


The problem for the surgeon is to restore the 
involved tissues to their normal position, diminish 
the slack, and arrange the pelvic floor so that there 
will be an equal division of pressure. 

In the author’s operation, the abdomen is opened 
by a median incision. The patient is then placed 
in the Trendelenburg position and the small in- 
testines are walled off by laparotomy pads. Both 
leaves of the mesentery are cut close to the bowel, 
with care not to injure the blood supply. This in- 
cision is carried across between the rectum and the 
uterus in the female and between the rectum and the 
bladder in the male. The peritoneum of both leaves 
of the mesentery near the cul-de-sac is dissected back 
so as to expose the lateral ligaments and the pelvic. 
colon and rectum are pulled out of the pelvis and 
held while the lateral ligaments are shortened by 
two or three interrupted catgut sutures. 

A new pelvic peritoneal diaphragm is formed by 
suturing the peritoneum to the top of the pelvic 
colon and closing the rent between the bladder or the 
uterus. In this manner the cul-de-sac is obliterated 
and the weight is equally distributed over the pelvic 
diaphragm. If there is a retroversion of the uterus, 
it is corrected by shortening the round ligaments. 

This operation replaces the rectum in its normal 
position, shortens the mesentery of the pelvic colon 
and sigmoid, and distributes the weight of the in- 
testines so that the danger of recurrence is reduced 
to the minimum. Harorp M. Camp, M.D. 


Bowing, H. H.: The Treatment of Carcinoma of the 
Rectum by Irradiation. Radiology, 1927, ix, 179. 


Almost all neoplasms of the rectum are amenable 
to radium and roentgen-ray treatment. The most 
common of these are the adenocarcinomata. Col- 
loid carcinoma, squamous-cell carcinoma, sarcoma, 
and benign polyps undergoing malignant change 
also respond favorably to irradiation. 

The prognosis is difficult to determine. Malignant 
growths graded 1 or 2 are often best treated surgi- 
cally, while those graded 3 or 4 should be treated by 
irradiation before operation. Biopsy and a careful 
proctoscopic examination are essential. A combina- 
tion of surgery, radium and roentgen-ray irradiation 
and surgical diathermy is the most effective treat- 
ment. The classification of rectal growths is based 
on the situation of the lesion, the amount of tissue 
involved, and the grade of malignancy. 

The requirements of the particular case must be 
considered in the treatment. Extensive advances 
have been made in inoperable cases and in many of 
those with metasases to distant organs. Paliiation 
is obtained best with the broken-dose method com- 
pleted within two or three weeks. 

Problems confronting radiotherapists are ade- 
quate exposure of the lesion, accurate application 
of the radium tube, and maintenance of the tube in 
position. The endoscope affords good exposure. No 
anesthesia is required beyond the use of one hyoscin- 
morphine-cactin tablet No. 2 from twenty to thirty 
minutes before the application of the radium. 
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The treatment in four cases of adenocarcinoma of 
the rectum is described in detail and the original 
lesions, the technique of the treatment, and the 
end-result are shown in illustrations. The cases are 
typical of the early operable group. In all, the results 
were excellent. Although metastasis to the inguinal 
nodes developed early in one case, satisfactory 
palliation was obtained. In cases of bulky lesions 
radium was applied after treatment with the electro- 
therm. Radium was applied in all cases by means of 
a one-tube silver applicator (0.5 mm. thick) con- 
taining the element, with additional filtration of 
1.0mm. of brass and 2.0 mm. of Para rubber. The 
treatment was instituted with the patient in the 
knee-chest position and with the use of a well- 
lighted proctoscope. The radium was applied in 
rubber applicators directly against the growth, 
the normal rectal wall being protected with vaseline 
gauze packing. There was an interval of three or 
four days between the applications. 

Colostomy is a valuable adjunct as it places the 
field of treatment at rest and decreases the risk of 
secondary infection. However, there is a slight risk 
‘ in the procedure itself and in the subsequent res- 
toration. Moreover, the patient usually dreads the 
operation, and experience has shown that effective 
treatment can be given without a colostomy. 


Pfeiffer, D. B.: The Principles Underlying the 
Surgery of Carcinoma of the Rectum. Aun. 
Surg., 1927, |xxxvi, 374. 

The author reviews the evolution of various opera- 
tions devised for the treatment of carcinoma of the 
rectum. He states that German surgeons still favor 
the various types of perineal operations, whereas 
French surgeons advocate the combined abdomino- 
perineal procedures. In England and America 
there are advocates of both methods. Within recent 
years, Coffey, Jones, Lockhart-Mummery, and 
Miles have developed their techniques to a high 
degree of proficiency. It has been the experience of 
all surgeons that carcinoma of the rectum is more 
amenable to surgical treatment than any other 
form of gastro-intestinal cancer. 

Hochenegg has reported upon a series of 1,500 
cases, 800 of which were treated surgically. Four 
hundred and sixty-one of the operations were 
radical sacral procedures. Of these, 234 were one- 
stage amputations with a sacral colostomy and 205 
were resections with re-establishment of continuity 
of the intestinal tract. In the cases in which sacral 
amputation was done, death resulted in 14.1 per 
cent and a 3-year cure was obtained in 24.3 per cent. 
In the 205 cases treated by resection, death occurred 
in 8.78 per cent and a 3-year cure was obtained in 
23-4 per cent. 

Eichhoff of the Breslau Clinic reported upon 1,021 
cases, in 326 of which a radical operation was done 
with an operative mortality of 24 per cent and a 3- 
year cure in 26.7 per cent. 

Gabriel, in a review of Lockhart-Mummery’s 
work, reported upon 143 cases of rectal carcinoma in 


which death resulted in 15.4 per cent, a 3-year cure 
was obtained in 23.5 per cent, and a 5-year cure was 
obtained in 24 per cent. Lockhart-Mummery makes 
a permanent iliac colostomy with perineal excision 
of the rectum. 

Miles of London and Blake, Lusk, Jones, and 
Coffey in America favor the abdominoperineal 
method. Some of these surgeons have already re- 
ported a small series of cases treated by their more 
recent technique which show a decrease in the 
mortality. The end-results, however, are not yet 
known definitely. 

The author calls attention to the difficulties of 
attempting to preserve the sphincters and the in- 
advisability of a permanent sacral colostomy. He 
describes in some detail the arrangement of the 
arteries of the sigmoid and rectum and emphasizes 
the necessity for care in the choice of the site of 
ligation. 

Pfeiffer shares with most surgeons the belief that 
the results of operation for cancer of the colon will 
become more favorable. Harotp W. Wookey, M.B. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Hughson, W.: Portal Cirrhosis with Ascites and Its 
Surgical Treatment: A Review of 26 Cases. 
Arch. Surg., 1927, xv, 418. 


Hughson reviews our present knowledge of portal 
cirrhosis and emphasizes the extreme difficulty of 
diagnosing the condition. Of a large series of 
apparently suitable cases he made a study of 26. 
He points out that the results of surgical treatment 
reported in the literature are difficult to analyze, and 
suggests that cures and marked improvement may 
often have occurred in cases which would not strictly 
conform to modern ideas of portal cirrhosis. 

He reviews the various therapeutic measures for 
the treatment of ascites in portal cirrhosis, and from 
the study of his 26 selected cases comes to the follow- 
ing conclusions: 

1. It is extremely difficult to make an accurate 
diagnosis in this disease. 

2. Age, sex, race, and time offer no special indica- 
tion for the employment of surgical measures. 

3. There is no reason to believe that surgical meas- 
ures adopted for the purpose of establishing col- 
lateral circulation are of benefit. 

Hughson points out the almost constant occur- 
rence of thickened peritoneum in true cases of portal 
cirrhosis, and suggests that many of the reported 
cures following paracentesis or some other surgical 
procedure may have been due to obliteration of the 
peritoneal cavity by adhesions. 

Harotp W. Wookey, M.B. 


Hamrick, R: A.: The Emptying of the Gall Blad- 
der: An Experimental Study. Am. J. M. Sc., 
1927, clxxiv, 168. 

The experiments reviewed in this article were 
made in a study of the normal emptying of the gall 
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bladder as shown by the roentgen ray during diges- 
tion. Many investigators are of the opinion that 
the gall bladder empties its bile through the common 
duct into the duodenum. Others, because of a lack 
of undoubted experimental proof to the contrary, 
believe that the bile does not leave the gall bladder 
by the channels through which it enters. 

The author’s experiments were performed on 


dogs. The gall bladder was injected with 4o per cent’ 


iodized oil, which is non-irritating and produces 
dense shadows in the roentgenogram. To cause 
emptying of the gall bladder during digestion, 
Boyden’s methods of feeding were used. 

For twenty-four hours previous to the injection 
the animals were fasted. At the end of that time the 
abdomen was opened under ether anesthesia and, 
with a strictly aseptic technique, the gall bladder 
and surrounding lobes of the liver were delivered into 
the wound. The 4o per cent iodized oil was then 
injected into the gall bladder after the withdrawal 
of an equal amount of bile. In all but one case the 
needle was inserted through one edge of the liver and 
introduced into the gall bladder only where the 
latter is attached to the liver by Glisson’s capsule. 
By this procedure it was possible to prevent dis- 
turbance of the musculature of the gall bladder and 
to control the leakage of bile. The slight oozing, if 
any, from the liver was soon stopped by holding the 
gloved finger over the area. This technique renders 
suturing and clamping of the gall-bladder wall un- 
necessary and is apparently ideal for studies of gall- 
bladder function. 

After the operation the animals were again fasted 
until observations were made. All factors were kept 
as constant as possible. Roentgenograms of the 
gall bladder were made daily during the fasting 
period. 

It was found that the gall bladder emptied a 
portion of its contents into the duodenum with 
digestion. The contents passed to the duodenum 
through the cystic and common ducts. The empty- 
ing with digestion was intermittent. Periods of 
active emptying were usually short and could be 
definitely limited over a varying length of time. 
Emptying began within from ten to forty-five 
minutes after feeding and ceased entirely at vary- 
ing intervals. 

These studies indicate that contractions of the 
musculature of the gall bladder are the main factors 
in normal emptying, and that intrinsic pericdic 
contractions are important features brought into 
play with digestion. There was ample evidence that 
the gall bladder does not tend to expel its contents 
during the fasting state. Respiratory movements 
and changes in external and intra-abdominal pres- 
sure have only a minor part, if any, in normal 
emptying, but in several instances mechanical in- 
fluences such as the passing of a stomach tube, 
filling of the stomach with air, aspiration of the 
stomach, and manipulation of the stomach tube in 
the stomach caused the definite passage of material 
from the gall bladder. 


The sphincter at the lower end of the common 
duct may be a fa¢tor concerned in the regulation of 
the flow of bile from the gall bladder, but its action is 
not necessary for the emptying with digestion. 
External abdominal pressure caused some expulsion 
of the gall-bladder contents in one instance when 
the sphincter at the lower end of the common duct 
was eliminated, but feeding was necessary to cause 
marked emptying of the vesicle. 


Kirklin, B. R., and Kendall, E. C.: A New Iodine 
Compound for Cholecystography. Radiology, 
1927, ix, 205. 

The oral administration of the iodine and bro- 
mine salts commonly used for cholecystography is 
occasionally followed by nausea, vomiting, or 
purging. In some instances pills and capsules fail 
to dissolve. Accordingly, Kirklin and Kendall set 
about to prepare a compound which would be free 
from disagreeable effects and could be given in liq- 
uid form. By synthesis, the di-iodo-di-ethyl-ether 
of di-salicylphthalein was obtained. This drug is a 
white crystalline powder. A 10 per cent aqueous 
solution, the form in which it is given, is clear, 
colorless, odorless, and slightly bitter-sweet in taste 
with a transitory warmth as of peppermint. 

After experiments on dogs, the drug was given to 
35 patients, most of whom had been examined pre- 
viously with the usual bromine salt and had re- 
sponded normally to the test. The shadow of the 
gall bladder obtained with the new drug was denser 
than that obtained with the bromine salt, and no 
shadow of the compound was seen in the bowel. 
None of the patients vomited though several had 
vomited after taking the bromine salt; 2 were 
purged unpleasantly, but 1 of these had recently 
suffered from diarrhoea. 

Further experience will be necessary to determine 
the value of the compound. 


Boyd, W.: Some Points in the Pathology of the 
Gall Bladder. Canadian M. Ass. J., 1927, xvii, 


The author has studied the structural changes 
occurring in the normal and pathological gall blad- 
der. In the morbid anatomy of gall-bladder inflam- 
mation, three principal conditions are recognized. 

First, acute cholecystitis, characterized by in- 
filtration of the entire wall by acute inflammatory 
cells and the outpouring of a purulent exudate into 
the cavity of the viscus. Second, chronic cholecys- 
titis, in which the wall is again infiltrated by in- 
flammatory cells, this time of a chronic character, 
with fibroblastic proliferation, subsequent fibrosis, 
and serious interference with the delicate absorbing 
mechanism of the organ. Third, a condition that 
may be termed the “lipoid gall bladder,” also de- 
pendent in part upon chronic inflammation, al- 
though of a slighter nature and distinguished by 
deposits of cholesterol in the mucous membrane and 
to a lesser extent in the deeper layers of the bladder 
wall (strawberry gall bladder). 
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With regard to the etiology of gall-bladder in- 
flammation, Boyd has come to the conclusion that 
streptococci of low virulence are the most common 
causes of cholecystitis and that bacteria reach the 
organ by both the blood and the lymph streams 
(liver, the first part of the duodenum, or the appen- 
dix). 

In a study of the origin of gall stones, 2 main 
groups were recognized, the metabolic or aseptic 
stones, and the inflammatory or septic stones. 

A metabolic stone is large, oval, single, and white. 
As it is composed entirely of cholesterol, it is known 
as the “cholesterol solitaire.” It is apparently 
formed solely as the result of a disturbance of liver 
metabolism. Cholesterol is kept in solution by the 
bile acids, but the solubility is dependent not only 
upon the amount but also upon the relative propor- 
tion of the acids. Any disturbance in the acids 
and any increase in the cholesterol may be followed 
by precipitation of the latter. The stone is distin- 
guished by its radiate structure as opposed to the 
concentric structure of the septic or inflammatory 
stone. It is a silent stone. As a rule the gall bladder 
shows no evidence of inflammation, but if the stone 
becomes impacted in the neck of the gall bladder, 
the acute stasis which then results is apt to be fol- 
lowed by infection. Should the stone then roll back 
into the bladder and allow the bile to re-enter, a 
deposit of bilirubin calcium is laid down upon the 
cholesterol solitaire with the formation of a ‘‘com- 
bination stone,’ a stone of both the metabolic and 
the inflammatory types. The formation of a pure 
cholesterol stone is favored by such factors as high 
blood cholesterol (and, therefore, high bile choles- 
terol) and by stasis in the gall bladder. 

The author recognizes also another variety of 
stones, the pure pigment type. These are multiple, 
about the size of a grain of rice, black, hard, and 
brittle. They contain no cholesterol. They are the 
stones which so frequently complicate hemolytic 
jaundice. 

The most common variety of gall stones is the 
infective or septic type. These are the facetted 
cholesterol-pigment-calcium stones which, on sec- 
tion, present a characteristic concentric arrange- 
ment of lamine. All the stones of one family are 
about the same size, but there may be two and some- 
times even three families. In addition, there may be 
one or more large combination stones. As the result 
of inflammation of the gall bladder, a mixture of 
pus, mucus, bacteria, and epithelial débris is poured 
out. During an acute attack the gall bladder is 
more or less a closed cavity, but as the swelling at 
the neck subsides, bile again enters, and around the 
little nuclei of organic matter are deposited layers of 
cholesterol and bilirubin calcium. In this manner 
the family of facetted septic stones is formed. 

Boyd thinks that many stones are formed from 
lipoid detached from overloaded villi in the gall 
bladder (as in the strawberry type of inflammation). 
These may form the nuclei of new stones. 

Joun J. Matoney, M.D. 


Owen, H. R.: Spontaneous Rupture of the Gall 
Bladder into the Duodenum. Ann. Surg., 1927, 
Ixxxvi, 451. 


A man 45 years of age was admitted to the hos- 
pita] with a history of vomiting blood. The onset was 
acute and was followed by profuse sweating and 
weakness. The only previous symptoms were gas- 
eous eructations and acidity for three weeks. 
The temperature was 98 degrees F., the pulse go, 
and the respiration 20. A mild secondary anemia 
was found. The liver was palpable, but no masses 
were felt and there was no point of acute tenderness. 
X-ray examination suggested duodenal ulcer, but a 
fistulous opening between the gall bladder and duo- 
denum was also considered. 

Operation revealed a fistulous opening between the 
gall bladder and duodenum, which was surrounded 
by firm adhesions. Posterior gastro-enterostomy 
was followed by uneventful recovery. 

I. Epwarp BisuKow, M.D. 


Judd, E. S., and Mentzer, S. H.: Cholesterosis of the 
Gall Bladder. California & West. Med., 1927, 
XXvli, 337- 

One thousand cases of cholesterosis of the gall 
bladder were studied. In half of them gall stones 
were found. About 80 per cent of the patients in 
each group were females. The incidence of the con- 
dition in each group was highest between the thirty- 
fifth and fortieth years of age. Typhoid fever is 
noted in the histories of about 8 per cent of routine 
autopsy cases and was given in 13.5 per cent of the 
histories in the cases reviewed. Obesity was present 
in 24 per cent of the cases without stones and in 
33 per cent of those with stones. Pregnancy had 
occurred in 58 per cent of the former and 67 per cent 
of the latter. The majority of ‘he women traced 
their trouble to the time of their first pregnancy. 

Pain was located in the right upper quadrant and 
in the majority of cases in each group it radiated 
directly posteriorly. Morphine was required for the 
relief of the pain in 25 per cent of the cases without 
stones and in 42 per cent of thos: with stones. The 
average duration of symptoms was slightly longer 
in the cases without stones. Indigestion was an 
almost general complaint in both groups. True 
qualitative food distress was present in 40 per cent 
of the cases without stones and in 50 per cent of 
those with stones. Belching or bloating or both 
occurred in 55 per cent of the former and 61 per cent 
of the latter. Vomiting occurred in 35 per cent of 
the cases without stones and 45 per cent of those 
with stones. Jaundice was present in 17 per cent 
of each group, and chills and fever occurred in about 
20 per cent of each group. 


Horsley, J. S., Jr.: Experimental Study of Chole- 
cystogastrostomy and Cholecystoduodenos- 
tomy. South. M.J., 1927, xx, 669. 

DuBose, F. G.: Cholecystogastrostomy. South. \M. 
J., 1927, XX, 674. 

Hors ey’s experimental study was made to de- 
termine the immediate and remote after-effects oi 
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cholecystogastrostomy and cholecystoduodenostomy 
on the gall bladder, the bile ducts, and the liver. 

Seven cholecystogastrostomies combined with oc- 
clusion of the common bile duct, 3 cholecystogas- 
trostomies without interference with the common 
bile duct, and 9 cholecystoduodenostomies with oc- 
clusion of the common bile duct were done on dogs. 
Three groups of control dogs were studied to com- 
pare the condition of the biliary system. The first 
group was made up of dogs that had never been 
operated upon; the second, of those that had had 
I Or more operations on the femoral and carotid 
arteries; and the third, of those that had been sub- 
jected to 1 or more operations on abdominal 
viscera (gastrostomy, enterostomy, etc.). All of the 
operations were performed under ether anesthesia 
after a preliminary injection of morphine. 

The technique of the cholecystogastrostomy is 
described in detail. The technique of the cholecys- 
toduodenostomy was practically the same. 

Of the 9 dogs subjected to cholecystoduodenos- 


tomy, 5 died within a week after the operation from , 


peritonitis due to leakage at the anastomosis. The 
high mortality was due to partial pulling loose of the 
anastomosis with subsequent leakage and perito- 
nitis. In dogs, the walls of the duodenum are much 
more friable than the walls of the stomach, and the 
duodenum is more movable and exerts more traction 
on the gall bladder than does the pyloric portion of 
the stomach. The traction is due in large part to the 
impossibility of keeping the dogs prone and re- 
straining their activity. The normal wall of the gall 
bladder of the dog is very thin. 

In the 10 cases «f cholecystogastrostomy with or 
without occlusion of the common duct there was no 
operative mortality. In 7 of the 10 cholecystogas- 
trostomies the conimon bile duct was occluded and 
in the others was left intact. 

The general postoperative condition of the 14 
dogs upon which successful operations were per- 
formed seemed practically the same. Judging from 
the animals’ activity, appearance, and ability to 
gain and maintain weight, the health of these dogs 
seemed to be only slightly below that of the control 
groups. None of the animals showed gross evidence 
of jaundice, and all gained weight slowly and main- 
tained it until they were killed. 

The dogs were killed at periods varying from 1 to 4 
months after the operation. In all of them the gall 
bladder, liver, and bile ducts had become infected 
and showed definite evidence of a pathological 
change. In most of them the gall bladder was con- 
tracted. The walls of the gall bladder were thick- 
ened, the mucosa was congested‘and granular and 
sometimes ulcerated, and microscopic sections 
showed evidence of subacute and chronic inflam- 
mation. The liver showed pathological changes 
varying in degree from slight points of central 
necrosis with scattered leucocytic and lymphocytic 
infiltration to more marked necrosis with diffuse and 
miliary subacute and chronic inflammation, partic- 
ularly around the ducts and vessels. In several 


instances enlarged hyperplastic lymph nodes were 
found in the region of the anastomosis. In 2 dogs 
subjected to cholecystoduodenostomy the gall blad- 
der was filled with hair and contained intestinal round 
worms which had worked their way up into the liver 
through the ramifications of the biliary ducts. These 
2 gall bladders presented areas of superficial ulcera- 
tion and subacute cholecystitis. The biliary passages 
and the liver also showed subacute inflammation. 

In the dogs living for a month or more after the 
operations with occlusion of the common duct, the 
common and hepatic ducts showed marked dilata- 
tion. Single and double ligation of the common duct 
usually will not produce a permanent occlusion. 
Double or triple ligation with severance of the 
common duct between the distal ligatures was found 
more satisfactory. 

DuBose believes that cholecystogastrostomy is 
winning favor over cholecystectomy and cholecys- 
tostomy. He describes the technique in detail. 
The indications for the operation are the following: 

1. Common duct obstruction in patients who are 
poor surgical risks because of extreme illness, com- 
plications, or associated physical diseases. 

2. Cases of residual hepatic duct stones in which 
secondary common duct obstruction is probable. 

3. Chronic or intermittent jaundice of obscure 
origin or jaundice secondary to inoperable diseases 
of the liver, pancreas, or duodenum causing obstruc- 
tion to the common duct. 

4. Perforation of the gall bladder. 

5. As a substitute for external drainage conse- 
quent to operations on the upper abdomen after the 
removal of gall stones. 

6. Gastric ulcer. When feasible in such cases, the 
operation should be performed at the site of the 
perforation of a pyloric or duodenal ulcer. 

7. For the free drainage of bile in acute pan- 
creatitis. 

8. As a routine measure in inflammatory con- 
ditions of the bile ducts. In such cases the operation 
should supersede cholecystostomy because, as the 
bile follows the path of least resistance, cholecys- 
tostomy is frequently followed by the loss of 
practically the entire output of the liver and a 
condition of acholia. 

g. Cases of stricture of the biliary ducts other 
than that due to stone. In such cases cholecysto- 
gastrostomy should supersede choledochotomy and 
plastic surgery because it is simpler and safer, and 
gives equally good results. 

Cholecystogastrostomy is contra-indicated by 
cancer and gall-bladder neoplasms, gangrenous 
cholecystitis, atrophy or contraction of the gall 
bladder, and obstruction of the cystic duct other 
that produced by stone. Emm C. Rositsuex, M.D. 


Sweet, J. E.: The Importance to Surgery of the 
Cystic Duct. Am. J. Surg., 1927, iii, 274. 


The cystic duct is an extremely tortuous tube 
containing on its inner surface, throughout its en- 
tire length, folds of mucous membrane arranged in 
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a more or less spiral fashion which divide the duct 
essentially into a. series of small chambers. The 
openings from one chamber into the next are not 
opposite each other but are so placed that the 
channel of flow is rendered even more tortuous than 
would be determined by the external form alone. 
The number of these valves and the shape of the 
chambers formed by them are inconstant. 

The purpose of this curious arrangement is not 
clear. It may be a mixing device. It may be a de- 
vice to impede the flow of bile from the gall bladder. 
Such an arrangement would offer resistance in 
direct relation to the viscosity of the fluid flowing 
through it. According to the work of Rous and 
McMaster, bile flowing out of the gall bladder (if 
bile ever normally flows out of the gall bladder) 
would possess at least ten times the viscosity of bile 
flowing into the gall bladder since it is at least ten 
times as concentrated as liver bile. 

Whatever the normal function of the small 
chambers along the cystic duct, Sweet is convinced 
that their size and shape determine the size and 
shape of the multiple facetted gall stones found in 
the gall bladder. In every gall bladder containing 
multiple facetted gall stones that he has obtained 
with ducts attached, the multiple facetted stones 
found in the gall bladder were seen to fit into the 
pockets along the cystic duct and the neck and in- 
fundibulum of the gall bladder, and the shape of 
these pockets could be predicted from the form of the 
stones found in the gall bladder. Sweet believes that 
these stones must arise as soft masses which lodge in 
the pockets and assume the shape of the latter. Chem- 
ical processes then take place which change the 
colloidal mass into so-called stones. The cystic duct 
becomes blocked. The pressure which, in the presence 
of a competent sphincter of Oddi, causes a dilatation 
of the entire extrahepatic duct system after chole- 
cystectomy forces the stone out of the cystic duct 
into the gall bladder, since the blocking of the duct 
by the stone produces a functional cholecystectomy. 
The process then repeats itself until we may find a 
large collection of stones of the same size and shape 
or of varying sizes and shapes according to the char- 
acter of the pockets formed by the valves of Heister. 

The author maintains that the valvular arrange- 
ment of the cystic duct is responsible for increased 
tension in the gall bladder and consequently for all 
gall-bladder pain, since tension alone is the cause 
of this symptom. To overcome it, he recommends 
more complete removal of the cystic duct or section 
of the muscle of Oddi. Joun J. Matoney, M.D. 


Ivy, A. C.: External Pancreatic Secretion. J. Am. 
M. Ass., 1927, 1xxxix, 1030. 


The external pancreatic secretory response to a 
meal may be divided into two phases with reference 
to the sites at which the stimuli are acting—the 
cephalic phase and the intestinal phase. The in- 
testinal phase is the more important as the amount 
of secretion produced in this phase is greater than 
that produced during the cephalic phase. 


It is quite obvious that there are certain sub- 
stances in the intestinal tract that excite pancreatic 
secretion. Recently, bile has been added to the al- 
ready long list. Several theories have been advanced 
to explain the mode of action of these substances. 

Experiments have shown that acid, such as tenth- 
normal hydrochloric acid, increases the pancreatic 
secretion when it is applied to the intestinal mucosa. 
This may be due to the entrance into the blood of a 
hormone which stimulates the pancreas. Mellanby 
has shown that the introduction of bile into the 
duodenum causes pancreatic stimulation. The bile 
salts seem to be the exciting agents. 

The possibility that a local nervous mechanism is 
operating in bile stimulation has not been ruled out 
by physiological experiments. It is evident that the 
pancreas is adequately stimulated by food even in 
the absence of bile, and that therefore bile is only an 
adjuvant and not an essential alimentary stimulant. 

Olive oil introduced into the stomach has been 
found to stimulate pancreatic secretion within a 
short time. In experiments in which the author in- 
troduced olive oil into the stomachs of dogs with a 
pancreatic fistula he found that there was usually 
a pancreatic stimulation in from five to ten minutes, 
but this did not occur invariably. The same was 
true when olive oil was given through a tube to dogs 
with a pancreatic transplant. 

It is quite likely that several factors operating 
together in the intestines cause the stimulation of 
pancreatic secretion. 

Although the pancreatic secretion is the most 
important of all the digestion secretions, less is 
known about it than about the gastric secretions. 
Comparatively little research has been done on the 
effect of various disease conditions on the secretory 
mechanism of the pancreas., 

The author has been attempting to find a non- 
toxic dye which will give accurate knowledge con- 
cerning the quality and quantity of pancreatic 
secretion and is eliminated by the pancreas instead 
of by the stomach, intestinal mucosa, or liver. 
Although he had tried thirty-three dyes, only two 
have appeared in the secretion. These two were 
methylene blue and methylene violet. From 30 to 
60 mgm. of the dye was dissolved in 25 c.cm. of 
physiological salt solution and given intravenously. 
Methylene blue gave a faint tinge to the secretion 
after two hours. Methylene violet gave a better 
reaction, but proved somewhat toxic and was elim- 
inated in slight amounts in the gall-bladder bile. 

From these observations it is evident that’ the 
pancreas is highly selective in the elimination of 
dyes. Harotp M. Camp, M.D. 


Desplas, B., and Roux-Berger, J. L.: Rupture of a 
Pancreatic Hzematocele into the Peritoneal 
Cavity (Hématocele pancréatique rompue dans la 
grande cavité péritoneale). Bull. et mém. Soc. nat. de 
chir., 1927, liii, 459. 


The patient whose case is reported, a man 26 
years of age, was operated upon May 27, 1925, for 
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ulcer of the duodenum, a posterior transmesocolic 
gastro-enterostomy being performed. The opera- 
tion was followed by recovery. After a time, how- 
ever, there developed in the left hypochondrium a 
painful point which had no relation to the ingestion 
of food. On July 10 the patient had a sudden attack 
of intense pain associated with vomiting, diarrhoea, 
and fever of from 38.5 to 39.3 degrees C. An emer- 
gency operation performed on the sixth day revealed 
a pancreatic hematocele which had ruptured into 
the peritoneal cavity. The patient recovered. 
There was no fatty necrosis of the pancreas in this 
case. In the few cases without necrosis that have 
been reported by others the mortality was much 
higher than in those with necrosis. In the authors’ 
case there was no disease of the bile tract; in both 
the first operation, which was performed by Roux- 
Berger, and the second one, which was performed 
by Desplas, the bile tract was found normal. The 
authors regard it as questionable whether the gas- 
tro-enterostomy had anything to do with the pan- 
creatitis. They believe it possible that the pain 
and pancreatitis were the result of a disturbance of 
duodenal function, but no other case of hemorrhagic 
pancreatitis after gastro-enterostomy has been re- 
ported, and Desplas suggests that a disturbance 
of pancreatic function may be responsible for the 
fatal complications of gastro-enterostomy attributed 
to vicious circle. Aubrey G. Morecan, M.D. 


MISCELLANEOUS 


Begg, R. C.: The Urachus and Umbilical Fistulze 
Surg., Gynec. & Obst., 1927, xlv, 165. 


The urachus is the modified superior extremity of 
the bladder and is derived from the ventral cloaca. 
At birth, it is at the level of the umbilicus and at- 
tached by three fibrous bands, one to each umbilical 
artery and one passing into the umbilical cord. 
Following birth, the bladder descends, taking the 
urachus with it and dragging the fibrous cords along. 

In a series of dissections of the bladder and 
urachus Begg found a communication between the 
two in 33.3 per cent. In the rest, the urachus was 
patent but ended blindly just external to the mucous 
membrane of the bladder. Urinary fistula of the 
umbilicus is never due to a patent or persistent 
urachus; it is caused by urine extravasated from the 
bladder which travels along the transversalis fascia. 

The author analyzes fifty-eight cases of congeni- 
tal umbilical urinary fistula which he collected from 
the literature and concludes that these cases prove 
that the urachus is developed from the ventral 
cloaca and that the urachus does not communicate 
with the umbilicus. 

The treatment of urinary fistula at the umbilicus 
is surgical. I. Epwarp Bisukxow, M.D. 


Truesdale, P.E.: TheThoracoperitoneal Operation 
for Hernia of the Diaphragm. Avnm. Surg., 1927, 
Ixxxvi, 238. 


Cases of diaphragmatic hernia have been reported 
in which it was impossible to close the diaphragmatic 
opening by the peritoneal approach. Failures by 
the thoracic route have been fewer, but with the 
usual procedures the mortality varies from 5 to 50 
per cent on account of accompanying intestinal 
obstruction. 

In more than 50 per cent of cases the colon is 
found above the diaphragm. Although the stomach 
and small intestines may pass through the opening 
with the transverse colon, the site of constriction is 
almost invariably in the transverse colon. In cases 
with acute intestinal obstruction the mortality is 
higher than that of acute intestinal obstruction in 
general because closure of the aperture is necessary 
to make the operation complete and this requires 
extra time. 

Reduction of the mortality from 50 to 5 per cent 
can be accomplished by a two-stage operation con- 
sisting in: (1) appendicostomy or cecostomy to 
relieve the obstruction, and (2) an operation for 
repair at the time of election. The preliminary 
operation promptly relieves obstruction and pro- 
vides a safety valve in case of recurrence or disten- 
tion during convalescence from the repair. 

In the use of the thoracoperitoneal route de- 
scribed by the author a large window is made in the 
thoracic wall by a lapel incision. Beginning at the 
lower edge of the sixth rib in the post-axillary line, 
the thoracic wall is divided in a downward direction 
with severance of the seventh and eighth ribs. The 
incision then turns at a right angle and follows the 
eighth intercostal space forward until it reaches the 
cartilaginous portion where it turns upward and 
again crosses the eighth and seventh ribs. The flap so 
formed, which includes the pleura, is completely 
turned upward on its base, the diaphragm being 
thereby exposed from above. The under-side may 
be approached when necessary by continuing the 
anterior vertical portion of the incision downward 
through the left rectus muscle. In some cases it 
may be advisable to split the diaphragm from its 
anterior edge to the hernial orifice. ‘This permits 
visible access for the separation of adhesions and 
facilitates closure of the ring. The peritoneal wall is 
then closed. The thoracic flap is turned back and 
closed tightly with interrupted sutures. The pro- 
cedure is shown in several illustrations. 

The author reports a case in which a congenital 
hernia with extensive adhesions above and below 
the diaphragm was successfully repaired by his 
method after two attacks of acute intestinal ob- 
struction and three attempts at repair by the peri- 
toneal route. Maurice Meyers, M.D. 
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GYNECOLOGY 


UTERUS 


Shaw, W. F.: Wertheim’s Hysterectomy for Carci- 
noma of the Cervix. Lancet, 1927, ccxiii, 538. 


Wertheim’s hysterectomy has been performed in 
England for over 20 years. Of 76 patients upon 
whom Shaw operated more than 5 years ago, 16 
(21 per cent) died as the result of the operation, 
2 (2.6 per cent) died from some other cause, 25 
(33 per cent) developed a recurrence, 3 (3.8 per 
cent) cannot be traced, and 30 (39.5 per cent) are 
now alive and well. 

Of s0 patients operated upon more than 7 years 
ago, 11 died immediately after the operation, 1 
died from another cause, 18 developed a recurrence, 
4 cannot be traced, and 16 (32 per cent) are now alive 
and well. 

Of the patients upon whom Shaw operated more 
than a year ago, 68 were treated with radium 
previous to the operation. Of these, 28 (41 per cent) 
are alive and well whereas of the 59 who were not 
treated with radium, only 18 (32 per cent) are now 
alive and well. ALBERT M. VoLimer, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Shaw, W.: Ovulation in the Human Ovary: Its 
Mechanism and Anomalies. J. Obst. & Gynec. 
Brit. Emp., 1927, Xxxiv, 469. 

The features of follicle ripening, the mechanism 
of the approach of the ripening follicle to the surface 
of the ovary, and the histological changes at the 
stigma immediately before and after ovulation are 
described, and an account is given of the methods of 
temporary and permanent closure of the stigma. 

It is a typical finding in hyperemic ovaries that 
ripening follicles stand out distinctly because of the 
gross congestion of the theca interna layers of the 
follicle. Moreover, these follicles can be seen easily 
with the naked eye and are responsible for the 
majority of hemorrhages occurring in such ovaries. 
In all cases, however, the hyperemia is limited to the 
theca interna layer and as the granulose layer is not 
vascularized, there is no blood in the cavity. 

Since the capillaries in the proliferating theca 
interna layer are young and delicate, it follows that 
if the primary ovarian hyperemia is extreme, the 
wall of the capillaries may be unable to resist the 
capillary pressure. An interstitial hemorrhage then 
occurs in the theca interna layer, and the resulting 
condition is a follicular hematoma. 

The hemorrhage is bounded internally by the 
membrana limitans externa of the follicle‘and does 
not invade either the granulosa layer or the cavity. 
Externally it is surrounded by the dense stromal 
tissues of the cortex. In no case has a large diffuse 


stromal haematoma been seen; the hematoma is 
always localized around the follicle. 

There is obviously a close parallel between the 
etiology of this form of hematoma and the etiology 
of corpus luteum hematoma. In both cases there is a 
primary ovarian hyperemia, and in both cases this 
leads to the rupture of the walls of delicate newly 
formed capillaries. In the case of the follicular 
haematoma the latter are the capillaries of the theca 
interna layer of a ripening follicle, whereas in the 
case of corpus luteum hematoma they are the 
capillaries of the granulosa lutein layer when this 
layer is becoming vascularized. 

L. Cornett, M.D. 


MISCELLANEOUS 


Johnstone, R. W.: Developmental Changes During 
Adolescence. Brit. M.J., 1927, ii, 442. 

Paton, J. H. P.: The Influence of the General 
Health on Menstruation. Brii. M. J., 1927, ii, 


444. 
Clow, A. E. S.: The Prevention of Menstrual 
Troubles. Brit. M.J., 1927, ii, 446. 


JOHNSTONE defines the period of adolescence in 
the female as extending from the time when the 
changes of puberty begin to manifest themselves 
to the time when the function of menstruation has 
become regularly established, the secondary sex 
characters have become fully developed, and the girl 
has practically reached her full physical stature. 

The changes occurring in the anatomy and 
physiology of the body during these years are the 
most momentous of the entire lifetime. The almost 
asexual child develops definitely and rapidly toward 
femininity. Complete development takes time. Even 
the regular establishment of menstruation does not 
in itself indicate complete physiological or anatomi- 
cal maturity. The bony pelvis probably does not 
reach its full size and width until the twenty-second 
or twenty-third year. The young woman may then 
be said to have reached the age of nubility and 
can become a mother with safety. Long before 
this, however, the external and internal organs of 
generation have acquired their adult characters and 
functions, the uterus, tubes, and vagina have de- 
veloped to more mature proportions, the ovaries 
have increased in size, the regular ripening of the 
follicles, the discharge of ova, and the development 
of corpora lutea have begun and maternity is 
possible. 

With these changes there are alterations in the 
blood and lymph balance and in the biochemistry of 
the body. The entire organism is concerned in the 
changes of puberty and adolescence. As the result 
of modern research, the old belief that the develop- 
ment of the secondary sex characters is due wholly 
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to the internal secretions of the ovaries must be 
modified. We now have reason to believe that all of 
the glands of internal secretion are involved in the 
process. An additional impetus toward femininity 
is given by fertilization of the ovum by a particular 
variety of spermatozoén. 

In conclusion, Johnstone emphasizes that puberty 
and early adolescence are critical periods in which 
unhygienic methods of living may easily produce 
disastrous results affecting both body and mind. 

PaTON states that the regimen practiced during 
the premenstrual phase is probably of greater im- 


portance in securing normal menstruation than that . 


carried out during the stage of hemorrhage. 

He calls attention to the fact that since the in- 
troduction of regular games into school curricula, 
the health of girls has been greatly improved. By 
such exercise a high standard of physical and mental 
fitness is assured when the changes of puberty 
appear. With the supervention of menstruation it 
becomes necessary to decide whether active games 
should be permitted during the period or not. It is 
undoubtedly true that active games may be con- 
tinued by many girls during menstruation without 
harm, and perhaps even with benefit. Some gyne- 
cologists advocate this practice in schools, believ- 
ing that it lowers the incidence of dysmenorrhea. 
Paton, however, doubts the wisdom of the recom- 
mendation, basing his opinion on the results in the 
St. Andrews School for Girls. In this institution, 
games, gymnastics, Swedish drill, and dancing are 
forbidden during the first 3 days of the menstru- 
ation period, but walking is continued except by 
those who are definitely incapacitated. So satis- 
factory are the results that Paton sees no reason to 
make any change. The girls of this school are drawn 
from the well-to-do classes. Excluding occasional 
dysmenorrheea, 90.4 per cent are free from regular 
pain. In regard to the regularity of menstruation, 
Paton found that of 78 girls questioned at the age of 
17 years, only 43 experienced regular menstruation. 
e he type of irregularity was intermittent amenor- 
rhoea. 

CLow states that menstruation can be, and 
therefore should be, free from suffering of any kind. 
This was the case in 89.2 per cent of school girls 
studied and 94 per cent of students leaving a training 
college. Clow has found it very rare for symptoms 
to occur during the first few months of menstrual 
life, and that if a girl is allowed to be guided by her 
own inclinations during the period she will nearly 
always exercise as usual. Her desire for activity is 
- more diminished than her desire for food or 
sleep. 

Clow therefore permits menstruating girls to have 
their warm baths, to cycle, to play hockey and 
tennis, and to do drilling and gymnastics as usual. 
Emphasis is laid on the importance of such exercise 
on the first and second days of the period. As the 
result of such instruction the proportion of girls who 
suffer at the period has been reduced from 46.7 to 
10.8 per cent. ALBERT M. VoLiMeR, M.D. 


GYNECOLOGY 33 


Chatillon, F.: Sterility of Uterine Origin; Diagno- 
sis and Treatment (La stérilité d’origine uterine, 
diagnostic et traitement). Gynéc. et obst., 1927, xvi, 


81. 

Douay, E.: Sterility of Tubal Origin; Diagnosis and 
Treatment (La stérilité d’origine tubaire, diagnos- 
tic et traitement). Gynéc. et obst., 1927, xvi, 126. 


CHATILLON is inclined to believe that in sterility 
of uterine origin, cervical conditions such as stenosis, 
anteflexion, inflammation, and secretory obstruc- 
tions play the most important réle. He discusses 
the various causes at length and states that in his 
opinion the gynecologist should never tell a woman 
that conception is impossible even if the findings of 
examination and tests point to that conclusion. 

The treatment of sterility in the female should be 
preceded by examination of the male—gonorrhceal 
tests and a study of the spermatozoa—and, unless 
contra-indicated, by tubal insufflation and hystero- 
salpingography. 

Any uterine infection may be the cause of steril- 
ity. Most commonly responsible are those localized 
in the cervix. Sterility may be the result of a 
condition entirely of uterine origin or of a uterine 
condition associated with pathological processes 
in the tubes or ovaries. 

Certain uterine malformations may be corrected 
surgically so that fecundation, pregnancy, and de- 
livery may be possible, but this is rare. 

Uterine hypoplasia is amenable to treatment 
except when the uterus is of the fetal type, i.e., less 
than 4 or 5 cm. in length. The treatment of hypo- 
plasia gives better results if it is begun at an early 
age. It should be directed toward the development 
of the organ by direct action or by indirect action 
through the ovaries. The general health must be 
taken into consideration. Among the best methods 
are slow and repeated dilatations, uterine massage, 
balneotherapy, opotherapy, and electrotherapy, 
especially diathermy. The functional stimulation 
of the ovaries by the roentgen rays is not to be 
recommended at the present time. 

Cervical stenosis is not such an obstacle to 
fecundation as has been believed. It is frequently 
associated with other conditions such as uterine 
deviation, cervicitis, and malposition of the cervix. 

Of all uterine deviations, anteflexion is most often 
the cause of sterility. Retrodeviation plays a less 
important réle than associated adnexal lesions. 
Cervical stenosis may be treated by slow and re- 
peated dilatation with tents. This gives better re- 
sults than dilatation with metallic bougies. Intra- 
uterine pessaries may be of value if they are left 
in place for a short time and during this time the 
patient remains under medical care. Good results 
have been obtained also from stomatoplasty. 

For the correction of retrodeviation, pessaries may 
be tried. The author is not a strong adherent of this 
procedure, but is aware that it is frequently followed 
by pregnancy. He believes that low abdominal 
hysteropexy and shortening of the round ligaments 
are the methods of choice. 
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Fibromyomata may or may not interfere with 
fecundation. Those of the submucous type are 
most apt to do so. 
interstitial fibromyomata, the adnexal and endo- 
metrial changes may play a more important part 
in the causation of sterility than the neoplasm. 
Submucous myomata and fibrous polyps must be 
systematically extirpated by the vaginal route. 
Subserous and interstitial tumors should be left 
alone unless they grow to a considerable size. The 
influence of small tumors is negligible. A conserva- 
tive intervention is abdominal myomectomy, which 
permits examination of the adnexa. While good re- 
sults have been obtained with the roentgen rays by 
experts, roentgen treatment is not to be recom- 
mended for general use. 

The functional condition of the uterine mucosa 
resulting from changes such as endometritis, me- 
tropathies, hypoplasia, etc., may be responsible for 
sterility and require special treatment. Often curet- 
tage is necessary to establish the diagnosis, as the 
usual sign—metrorrhagia or menorrhagia—is asso- 
ciated also with polyps and cancer. The non- 
inflammatory endometritis is usually due to ovarian 
disturbances and requires treatment of the ovary. 

Exploratory curettage may stop the uterine 
hemorrhage, but often the cure is transitory. 
Opotherapy, particularly the use of corpus luteum, 
is of great value in regulating menstruation. 

Treatment of the spleen with the roentgen rays 
has been employed with success and seems to be de- 
void of danger. In some cases ovarian irradiation 
has been successful, but this method should be used 
only as a last resort as it may cause permanent 
damage to the ovary. 

Cervicitis and endometritis, conditions of con- 
siderable importance in the causation of sterility, 
require energetic treatment. To be efficacious, the 
treatment must aim at complete destruction of the 
cervical mucosa. Filho’s caustic or amputation of 
the cervix gives good results with little risk so far as 
dystocia is concerned. 

Chronic endometritis of the corpus is the cause of 
sterility less often than of repeated abortions. A 
history of gonorrhceal or puerperal fever frequently 
suggests the cause of sterility. Curettage is some- 
times unavoidable when the chief sign of the con- 
dition is uterine hemorrhage, but is responsible 
for many infections of the tubes. Great prudence is 
necessary in the use of the curette. As there is 
usually an associated infection of the cervix, all 
treatment of the uterine cavity must be preceded by 
cure of the cervical lesions as it is the endocervicitis 
which constitutes the true obstacle to fecundation. 

Dowuay describes the various methods of ascer- 
taining the permeability of the fallopian tubes and 
the different operations that have been proposed for 


In cases of submucous and . 


the treatment of sterility of tubal origin. He draws 
the following conclusions: 

1. Before surgical treatment is attempted for 
sterility believed to be of tubal origin, an examina- 
tion of the spermatic fluid should be made in order 
to rule out azoospermia which is responsible for 
about 15 per cent of cases of sterility. 

2. According to the findings of tubal insufflation, 
cases of sterility may be divided into 2 groups— 
those with open tubes, constituting about 42 per 
cent, and those with closed tubes, constituting 24 per 
cent. The insufflation test is not always decisive. 
There are cases in which it must be repeated several 
times. During the interval in such cases, medical 
treatment (massage, diathermy) should be ad- 
ministered. There are also cases in which the tubes 
are found to be closed at the initial test but open at a 
subsequent test. In such cases the patient may be- 
come pregnant as the result of the therapeutic action 
of the test. Pregnancy has occurred in from 8 to 10 
per cent of all cases of insufflation and in from 28 to 
32 per cent of those in which the tubes were made 
permeable by the test. 

By intra-uterine injections of lipiodol, the 
findings of the insufflation test may be verified and 
the site of the closure and the exact site for surgical 
intervention may be determined. 

4. Up to the present time most operations on the 
fallopian tubes have been done for salpingitis; only 
exceptionally have surgeons intervened solely on 
account of tubal sterility. In some cases the surgeon 
has taken advantage of another operative indication 
(painful salpingo-oophoritis, retroversion of the 
uterus, appendicitis) to correct obliterating tubal 
lesions. Today, because of the knowledge that can 
be gained regarding the exact site of such lesions, it 
is rational to propose an operation to be performed 
solely to obtain permeability of the tube. 

5. The operation which gives the best result is 
salpingolysis (the liberation of adhesions and open- 
ing of the agglutinated fimbriated end). The opera- 
tion that is performed most frequently is salpingos- 
tomy. Up to the present time, favorable results 
have been obtained in only about 15 per cent of 
cases, but they are gradually becoming more 
frequent. Tubo-ovarian implantation is still being 
studied. It may give very favorable results as it 
re-establishes tubal permeability with practically 
an intact tube. In extensive lesions of the fallopian 
tubes, utero-ovarian implantation may be done 
with some hope of success. 

6. Cases of pregnancy following the operations 
described have not been numerous, but they are 
increasing as the result of the accurate diagnosis and 
the proper choice of operation permitted by the new 
diagnostic tests, and as the result of improvement in 
the technique. SALVATORE DI Parma, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Siegel, I. A.: Liver Function in Pregnancy. Am. 
J. Obst. & Gynec., 1927, xiv, 300. 


In 174 cases of pregnancy, 215 injections of brom- 
sulphalein were given. There were no reactions and 
no thrombosis. In 3 cases in which the dye was in- 
jected into the surrounding tissues or leaked out of 
the vein, local fibrosis was produced. 

The author draws the following conclusions: 

1. Bromsulphalein is a valuable agent for the 
testing of liver function. It is free from the dangers 
of phenoltetrachlorphthalein. 

2. The blood pressure is perhaps not a true in- 
dicator of the toxic state. Hypertension without 
impairment of liver function may mean a good 
prognosis. Retention of bromsulphalein with a nor- 
mal blood pressure perhaps indicates a mild type of 
involvement which requires watching but will prob- 
ably take care of itself. 

3. In cases of pre-eclampsia, bromsulphalein is 
valuable in indicating the degree of toxicity and the 
reaction to treatment. 

4. It is valuable in differentiating nephritis from 
pre-eclamptic and eclamptic toxemia. 

5. It is useful in differentiating neurotic from 
toxic vomiting and as a guide to the results of 
treatment and the need for surgical interference. 

6. In cases of eclampsia it is perhaps useful in 
indicating the prognosis. E. L. Cornett, M.D. 


Pierson, R. N.: Fibromyomata and Pregnancy, a 

+ Study of 250 Cases. Am. J. Obst & Gynec., 1927, 

XIV, 333- 

In 30,836 consecutive pregnancies there were 191 
clinically important fibromyomata, an incidence of 
0.6 per cent. Fifteen per cent were in the pelvis. 
Spontaneous abortion or premature labor occurred 
in 24.1 per cent of the cases. The incidence of im- 
portant obstetrical abnormalities and complications 
is markedly increased by fibromyomata. Major 
operative interference was necessary because of the 
fibromyomata in 42 (21.4 per cent) of the 191 cases 
and in 73 per cent of the 30 cases in which the 
fibromyomata were situated in the pelvis. 

The gross maternal mortality was 3.2 per cent 
and the mortality due to obstetrical causes 2.08 
per cent. The gross fetal mortality was 35.6 per 
cent. The mortality in cases in which the fibromy- 
omata were probably responsible was 20.7 per cent. 
Prematurity was the chief cause of fetal death. In 
Pierson’s opinion the literature does not sufficiently 
emphasize the danger of fibromyomata to the 
mother and child. 

During the pregnancy a special effort should be 
made to prevent abortion and premature labor. 
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Interference is indicated only by severe pain, bleed- 
ing, or pressure which does not yield to treatment. 
At term, a test of labor is often desirable. 

If obstruction from the tumor persists or some 
other variety of dystocia is marked during labor, 
cesarean section should be done with myomectomy 
or hysterectomy according to the indications. The 
third stage of labor requires care to prevent 
hemorrhage from a poorly contracting uterus. 

In the puerperium, fibromyomata may undergo 
degeneration and necrosis. They may slough into 
the uterine cavity and become infected. When 
signs and symptoms point to the tumor itself as 
being primarily affected, radical surgery is indicated, 
but when the tumor is simply included in a general 
morbid process such as acute uterine infection, the 
indications for radical interference are less definite. 

In the discussion of this report, RUBIN said that 
he prefers conservative treatment even in the pres- 
ence of slight bleeding. 

Poak stated that a large number of pregnant 
women with fibroids will take care of themselves 
during labor and that he lets these women go to term 
and gives them a test of labor. 

Davis reported two cases of pedunculated fi- 
broids which were operated upon during pregnancy. 
In one, the pedicle was strangulated. Both patients 
recovered and were delivered at term. 

KosMAK took exception to the attitude toward 
myomectomy during pregnancy and said that 
fibroids should be regarded more seriously before 
and after labor than during labor. 

FRANK stated that in many cases the most favor- 
able time for myomectomy is about the fourth 
month. 

HEALy stated that it is better to do the myomec- 
tomy in the presence of the pregnancy and take the 
risk of a possible subsequent spontaneous abortion 
than to interrupt the pregnancy with the idea, of 
doing a myomectomy later and hoping that the 
patient would then conceive and go to term. 

E. L. Cornett, M.D. 


Hofbauer, J.: A Study of an Undescribed Type of 
Premature Separation of the Normally Im- 
planted Placenta. Am. J.Obst. & Gynec., 1927, xiv, 
286. 


The specimen described is of interest on account of 
the very small area of placental separation which 
caused pronounced clinical symptoms. The con- 
cealed haemorrhage was sufticiently extensive to 
peel the membranes from the entire uterine wall 
except at the placental site. A priori it would seem 
improbable that a concealed hemorrhage of 600 
c.cm. could arise from the minute area of separation 
which was detected in the fundal region. The 
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hemorrhage remained concealed because of the 
firm adherence of the membranes to the lower 
uterine segment. For several hours preceding the 
onset of the serious condition only a small amount 
of blood found its way into the vagina. 
Hysterectomy was done as it was believed to be 
the procedure which would best assure hemostasis 
since the presence of multiple myomata and exten- 
sive hemorrhagic infiltration pointed to a seriously 
damaged condition of the uterine muscle with the 
probability of serious postpartum bleeding if the 
uterus was not removed. FE. L. Cornet, M.D. 


Wilson, J. St. G.: Three Cases of Rupture of the 
Uterus at the Site of a Previous Cesarean 
Section. Lancet, 1927, ccxiii, 598. 


In one of the author’s three cases of rupture of 
the uterus at the site of a cesarean section scar, the 
rupture occurred before the onset of labor. In each 
case the placenta was located under the site of the 
scar. Watter E. Levy, M.D. 


LABOR AND ITS COMPLICATIONS 


Hewitt, J., Towart, D., and Baird, D.: The Relative 
Merits of the Instrumental and Medical Meth- 
ods of Inducing Labor. J. Obst. & Gynec. Brit. 
Emp., 1927, XXxiv, 520. 

The introduction of the intra-uterine bougie is a 
more certain method of inducing labor than Watson’s 
medical technique. Re-insertion of bougies is more 
successful than repetition of medical induction. 
Watson’s method is particularly ineffective in in- 
ducing premature labor. Its inadequacy is the more 
apparent the more premature the case. The bougie, 
however, is equally effective throughout the various 
stages of pregnancy. A preliminary unsuccessful 
attempt by Watson’s method does not increase the 
success of subsequent instrumental induction. The 
only pronounced advantage of instrumental over 
medical induction is certainty of action. 

The dangers associated with medical induction are 
less common than those associated with instrumental 
induction. Moreover, the dangers of instrumental 
induction (notably sepsis) can arise even if induction 
fails, whereas those following medical induction can 
occur only if labor supervenes. Grave septic in- 
fection is not uncommon after the use of the bougie. 
The time interval is neither the sole nor the main 
factor in the production of sepsis. The authors 
suggest that there is less danger in leaving the 
bougies in the uterus for more than 24 hours than in 
re-inserting them. While the time interval is in- 
fluenced in some cases by the accuracy and urgency 
of the indication, it is not invariably dependent 
upon these factors. 

The number of bougies introduced bears no re- 
lationship to the success of the method. The coin- 
cident administration of pituitrin tends to hasten 
the action of the bougies already within the uterus. 
Watson’s method may be employed with success 
to re-induce uterine contractions in cases of arrested 


first stage. The probable failure of Watson’s method 
is a safeguard against accidental induction of pre- 
mature labor by miscalculation of dates as in 
“inductions of convenience” and cases of supposed 
postmaturity. Honeyman’s investigations suggest 
that pituitrin is present in the blood in increased 
amount during normal labor. 

The authors recommend that, in non-urgent cases, 
Watson’s method be tried and repeated if necessary ; 
that if the case is or becomes urgent, instrumental 
induction be employed; and that whenever bougies 
are used, pituitrin be injected intramuscularly at 
regular intervals. E. L. Cornett, M.D. 


Gibberd, G. F.: An Investigation into the Results of 
Breech Labor and of Prophylactic External 
Cephalic Version During Pregnancy; with a 
Note on the Technique of External Version. 
J. Obst. & Gynec. Brit. Emp., 1927, Xxxiv, 509. 


In 22 per cent of 221 cases of delivery—35 those 
of primiparze and 186 those of multipare—the child 
was born dead, and of the children who were born 
alive, 1.3 per cent died within the first ten days. 
Of the “uncomplicated” cases, 29 were those of 
primipare, with a fetal mortality of 28 per cent and 
a neonatal death rate of 3.5 per cent, and 106 were 
those of multiparz, with a fetal mortality of 14 per 
cent and a neonatal death rate of 1 per cent. 

These figures suggest that this series of cases was 
an extraordinarily unfortunate one, with appalling 
results, or that the general attitude toward the 
dangers of breech labor is unduly optimistic and the 
fetal mortality usually given is far too low. 

The remedy must lie either in improvement of the 
technique of breech delivery or the elimination of 
this unfavorable presentation so far as possible. 

External version during pregnancy seldom fails 
in its object and is free from serious risk to either the 
mother or the child. It should be attempted as a 
routine soon after the thirty second week of preg- 
nancy, and if it fails, a further attempt should be 
made soon after the thirty-fourth week. If nec- 
essary, an anesthetic should be given before the de- 
cision is made that version is impossible. 

E. L. Cornett, M.D. 


MISCELLANEOUS 


Watson, B. P.: The Responsibility of the Obstetri- 
cal Teacher in Relation to Maternal Mortality 
and Morbidity. Am. J. Obst. & Gyncc., 1927, xiv, 
277. 

The maternal mortality from all causes in all 
countries ranges from 4 to 7 per 1,000. In the last 
20 years it has shown little change. While there has 
been some reduction in the last 50 years, the de- 
crease has not been so rapid as that noted in the 
general death rate. 

Watson believes that today there is a greater need 
than ever to warn against meddlesome midwifery 
since, because of increased hospital facilities, the 
attendance of trained nurses, and the ease with 
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which a “‘set up” for operation can be made, there 
is more temptation to interfere. 

With regard to the training of the medical student 
in obstetrics he states that clinical study should be 
preceded by a course of theoretical instruction 
largely in the form of lectures, demonstrations, and 
the reading of a standard textbook. In the planning 
of the course of clinical instruction emphasis should 
be placed on diagnosis. Diagnosis can be learned 
only in the prenatal clinic and prenatal wards. Also 
in the prenatal clinic the student should be taught 
the importance of the various complications of preg- 
nancy, especially the early and late toxemias, the 
anemias, the heart affections, and the focal infec- 
tions. When abnormalities are detected he should 
hear the advice given regarding them. 

With such teaching and practice in the prenatal 
department the student is in a position to study and 
conduct labor. He should have been drilled in 
aseptic technique by his surgical training, but 
according to the author’s experience he is often very 
deficient in this. The technique should be as simple 
as efficiency will permit. 

A not inconsiderable part of the total maternal 
mortality is due to antepartum hemorrhage. The 
student must be impressed with the importance of 
this complication and the necessity for consultation 
and hospital care as soon as it becomes evident. 

When sepsis supervenes, the student should be 
taught to visualize the processes going on in the 
body and to realize the danger of interference with 
the interior of the uterus. 


When hospital accommodation is obtainable it is 
easier for the practitioner to live up to his ideals in 
the conduct of labor than when he must care for the 
case in the patient’s home. In the hospital, his 
patient is watched by competent internes or nurses 
while he proceeds with the rest of his day’s work, 
and he is called only when necessary. Watson 
suggests that somewhat similar advantages might 
be obtained in obstetrical practice outside the hos- 
pital by active co-operation between a trained 
obstetrical nurse and the doctor. 

In the discussion of this report, Norris said that 
in recent years better results have been obtained as 
the result of more frequent hospital care of obstet- 
rical cases. The trouble with the system of team- 
work between a specially trained nurse and the 
doctor in remote districts is that the work would 
fall largely on the associated trained obstetrical 
nurse. Norris would prefer the slogan ‘more 
obstetrical hospitals.” 

BLanp said that the medical student must be 
impressed with the well-known truths that success- 
ful obstetrical practice requires zealous prenatal 
supervision and an aseptic watchful waiting plan 
during labor. 

NICHOLSON stated that much of the time spent by 
the medical student on the benches or assisting at 
gynecological and obstetrical operations is wasted, 
and that if it were devoted to the study of prenatal 
cases and the use of the midpelvic and low forceps, 
both the student and his future patients would be 
benefited. E. L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Legeu, Fay, and Palazzoli: The Motility of the Re- 
nal Pelvis Studied in the Freshly Excised 
Kidney (La motricité du bassinet étudiée sur le rein 
fraichement néphrectomisé). J. d’urol. méd. et chir., 
1927, Xxiv, 61. 


The authors studied the motility of the renal 
pelvis in 24 kidneys freshly excised because of 
tuberculosis, hydronephrosis, cancer, or stone. 
They distended the pelvis with colored fluid and 
watched the escape of the fluid from the ureter. In 
3 instances, contraction occurred spontaneously. 
In the others it was produced by traction on the 
ureter, pinching or touching the wall of the pelvis, 
pricking, gradual or sudden filling of the pelvis, or 
stimulation by the electric current. 

The results were the same whatever the mode of 
excitation. For a short time no effect was noted. 
Then the pelvis contracted en masse, rapidly and 
energetically. The subsequent expansion was much 
slower. During the resting period which followed 
and was very long, renewed excitations had no 
effect. 

The contractility of the pelvis was strongest early 
in the experiments and weakened progressively 
until the final death of the kidney. Excitation in 
the region of the ureter provoked antiperistaltic 
movements which proceeded from the site of excita- 
tion toward the pelvis and traversed the pelvis as 
far as the insertion of the calyces. The contraction 
of the pelvis was not followed by ureteral ejaculation. 

Excitation in the region of the pelvis or the calyces 
caused contraction en masse of the pelvis, which re- 
tracted in the sinus. Ureteral ejaculation occurred 
at the beginning of the diastole which followed. 

Excitation in the bulbar region (zone of pyelo- 
ureteral function) produced results that were ap- 
parently discordant. In 1 case 2 waves of con- 
traction started from the point of excitation, one 
running upward toward the pelvis and the other 
downward along the ureter. A ceriain time elapsed 
between the first and second ejaculations although 
the contractions of the pelvis continued. These 
phenomena were observed in 6 kidneys that were 
distended with colored serum. A totally different 
phenomenon was seen in the case of the non-dis- 
tended pelvis. In 1 case, in which the excretory 
apparatus might have been considered perfectly 
normal, excitation of the ureter and pelvis provoked 
contractions without ejaculations whereas excita- 
tion of the bulbar region provoked contraction fol- 
lowed by ejaculation. It appears that the bulbar 
region has a physiological individuality which is 
of importance in the pathogenesis of pelvic reten- 
tions, 
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The results obtained in these examinations cor- 
responded in general to those obtained by pyeloscopy 
performed shortly before nephrectomy. In_par- 
ticular, they confirmed the presence of a sphincter 
function at the juncture of the pelvis and ureter 
which controls evacuation of the pelvic contents 
and assures its intermittent rhythm. Excitation in 
this zone provokes sometimes ejaculation, sometimes 
retention from spasm. It is evident that the excre- 
tion of urine is not a hydraulic phenomenon, but is 
dependent upon a delicate neuromuscular apparatus 
which, in its function, resembles similar apparatus 
belonging to other hollow organs. 

In the discussion of this report, CHEVAsSsU cited 
a kidney in which he had produced contractions 
over a period of 50 minutes by pressure on the cap- 
sule. It seemed to him that the contractions were 
provoked by the increase in the pressure of the 
intrarenal fluid. FLORENCE CARPENTER. 


Perrin, W. S.: A Normally Placed Right Kidney 
Possessing Two Pelves and Two Ureters Open- 
ing Separately into the Bladder, the Center 
Part of the Kidney Between the Pelves Being 
Occupied by a Grawitz Tumor. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 1807. 


The specimen described was removed from a man 
54 years of age who gave a history of recurrent pain- 
less hematuria for eight months, with the occasional 
passage of clots which caused difficulty in mictu- 
rition. 

Cystoscopy revealed two ureteral orifices on the 
right side of the bladder. Blood was passing from the 
upper one. 

Indigocarmine appeared from the left ureter and 
from the right lower ureter in ten minutes. None 
was observed coming from the right upper orifice 
in a period of twelve minutes. 

The blood urea was 0.058 per cent. The urine 
was sterile and contained nothing abnormal except 
a few red cells. 

The pyelogram revealed two pelves to the kidney 
on the right side, the lower one of which was some- 
what larger than the upper one. 

Harry A. Fow er, M.D. 


Perrin, W. S.: An Ectopic Kidney with a Triple 
Ureter Removed from a Man Aged 41 Years. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1806. 


The patient whose case is reported gave a history 
of 3 attacks of pain in the left lumbar region ra- 
diating to the pelvis and associated with hematuria 
and frequency of urination. The first attack oc- 
curred 4 months, the second attack 2 months, and 
the third attack 4 days before his admission to the 
hospital. 
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On cystoscopic examination, blood was seen pass- 
ing from the left ureteral orifice. Pyelography 
showed moderate hydronephrosis of a kidney lying 
in the hollow of the sacrum and a normal right 
kidney in the usual position. Bimanual examination 
revealed a tender swelling in the pelvis. 

The urine had a specific gravity of 1.010 and 
showed one-eighth volume of albumin. Blood cul- 
tures revealed streptococci but no tubercle bacilli. 
se he renal efficiency test showed the blood urea to 

0.06. 


The kidney was lying in the hollow of the sacrum. | 


It had 3 ureters uniting to form a small sac 
which opened into the bladder by a single orifice. 
The sac contained a large calculus which obstructed 
the upper 2 ureters entering it. 

Harry A. Fow.er, M.D. 


Hellstrém, J.: Contribution to the Knowledge of 
the Etiology of Hydronephrosis. Acia chirurg. 
Scand., 1927, \xii, 167. 

The author reports 2 cases of hydronephrosis in 
which the pelvic dilatation was probably due to the 
oblique course of the upper end of the ureter 
through the pelvic wall, probably congenital. He 
discusses also a case in which spastic conditions at 
the uteropelvic juncture were apparently responsible. 


Martin-Laval and Pasteau: Small, Painful Hy- 
dronephrosis; Enervation of the Kidney and 
Nephropexy; Late Results (Petite hydroné- 
phrose douloureuse; énervation du rein et néphro- 
pexie; résultats éloignés). J. d’urol. méd. et chir., 
1927, XXiV, 77. 

In the case reported the kidney was slightly en- 
larged and painful. It was not movable, but was 
located a little lower than normal. Enervation by 
Papin’s method and fixation after partial decapsu- 
lation were performed and the pain ceased. 

Two years and nine months later the patient was 
still free from renal symptoms. The function of the 
kidney was found to be approximately the same as 
before the operation. 

Marion and ORAISEN, who. discussed the case, 
are of the opinion that the fixation was mainly re- 
sponsible for the cessation of the pain. 

FLORENCE CARPENTER. 


Darget, M. R.: Recurrent Pyelonephritis in a Patient 
Operated upon for Renal Ptosis—Bifid Ureter 
(Pyélonéphrite 4 répétition chez une malade 
opérée pour ptose rénale-urétére bifide). J. d’urol. 
méd. et chir., 1927, Xxiv, 74. 

In the case of a 40-year-old woman who had under- 
gone fixation of the right kidney five years pre- 
viously, pyeloscopy showed normal functioning of 
both kidneys but revealed also a bifid ureter on the 
right side. The two branches of the ureter joined a 
few .centimeters above their entrance into the 
bladder. Apparently, although this was not directly 
observable, they were fused at their origin or both 
came from the same pelvis. 


This case shows that it is possible for a ptotic 
kidney already in‘a state of advance distention to 
regain its normal function as the result of fixation. 

FLORENCE CARPENTER. 


Takahashi, A.: The Health of a Patient 20 Years 
After the Removal of a Tuberculous Kidney 
(Rapport sur l’état de santé d’une malade 4 qui 
fut pratiquée vingt ans auparavant l’ablation d’un 
rein tuberculeux). J. d’urol. méd. et chir., 1927, 
xxiii, 347. 


A woman now 48 years of age had her right kidney 
removed for tuberculosis in 1904 when she was 26 
years old. In 1919, 15 years after the operation, she 
had kidney symptoms but they were found to be 
due to pregnancy and at term she gave birth to 
a healthy child. She bore 4 children before the 
operation and 6 afterward, and is now in normal 
health. Auprey G. Morcan, M.D. 


Hunt, V. C.: Papillary Epithelioma of the Renal 
Pelvis. J. Urol., 1927, xviii, 225. 

Papillary epithelioma of the rena] pelvis is the 
least malignant of all malignant lesions of the kid- 
ney. It is relatively uncommon, the parenchyma of 
the kidney being the usual site of tumors. In a 
series of 318 malignant tumors removed by ne- 
phrectomy at the Mayo Clinic, there were 23 
primary epitheliomata of the renal pelvis. Fight 
were sessile and 15 were papillary. 

The sessile and papillary types differ in their 
microscopic characteristics, degree of malignancy, 
and manner of growth and extension. On the basis 
of clinical results and the grade of malignancy 
according to Broder’s classification, the sessile 
epithelioma is highly malignant as compared with 
the papillary epithelioma. The sessile epithelioma 
progresses and extends by invasion into the perirenal 
tissues, the renal vein, etc., and metastasizes re- 
motely, while the papillary type progresses by ex- 
tension along the mucous membrane of the calyces, 
ureter, and bladder. 

Hematuria is the most common sign. Palpable 
enlargement of the kidney is usually dependent upon 
the presence of hydronephrosis. The discovery, on 
cystoscopic examination, of a papillary tumor of the 
bladder at or near the ureteral orifice, should im- 
mediately give the clue to the diagnosis. The 
pyelogram usually establishes the diagnosis of renal 
tumor and sometimes that of papillary epithelioma. 

Unless the bladder is involved, the surgical pro- 
cedures in the past have usually been limited to 
nephrectomy, often with partial, and occasionally 
with complete, ureterectomy. However, because of 
the high incidence of metastasis to the portion of the 
bladder immediately surrounding or adjacent to 
the ureteral orifice, it appears that segmental re- 
section of the portion of the bladder including the 
intramural portion of the ureter and the adjacent 
area must be done simultaneously with nephro- 
ureterectomy to insure the best prognosis. The 
technique of this 1-stage operation is described. 
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Quinby, W. C.: Plastic Surgery of the Renal 
Pelvis. J. Am. M. Ass., 1927, |xxxix, 841. 


In a large number of cases of renal stasis with the. 


production of hydronephrosis due to obstruction at 
or near the renal pelvis, Quinby has attempted to 
save the kidney by conservative surgery, trying to 
produce drainage by some plastic procedure on the 
ureter and pelvis. 

From the study of 13 cases he has come to the 
conclusion that the only procedure which gives 
permanent relief is the one in which the ureter is 
transplanted into the most dependent part of the 
pelvis. His attempts to enlarge the normal uretero- 
pelvic juncture by transverse suture of the longi- 
tudinal incision have not met with success. In none 
of his cases has simple division of the obstructing 
artery cured the condition although the artery was 
considered the cause of the faulty drainage. 

Ermer Hess, M.D. 


André, P.: Bilateral Ureterotomy for Calculus in a 
Young Child (Urétérotomie bilatérale pour calcul 
chez un jeune enfant). J. d’urol. méd. et chir., 
1927, XXili, 534. 

André reports the case of a child on whom a right 
ureterotomy had been performed in 1926 for a stone 
the size of a bean in the pelvic portion of the ureter. 
The child recovered from the operation, but the 
urinary symptoms persisted, and in 1927, about 
eleven months later, the X-ray showed a stone in 
almost a symmetrical location on the left side. At 
operation, the left ureter was found markedly dilated 
and a stone measuring 7 by 12 mm. was removed. 
The stone consisted of a nucleus of calcium oxalate 
surrounded by calcium phosphate. The child made 
a normal recovery. 

The author concluded that both stones had been 
present at the time of the first operation since on 
re-examination of the first roentgenogram a shadow 
of slight density was noted at the site of the second 
stone. MicwHaet L. Mason, M.D. 


BLADDER, URETHRA, AND PENIS 


Pillet: The Lithogenic Action of Staphylococci by 
the Precipitation of Crystals of Ammonium 
Magnesium Phosphate in the Urine (De 
Vaction lithogéne des staphvlocoques par pré- 
cipitation dans les urines des cristaux de phosphates 
ammoniaco-magnésiens). J. d’urol. méd. et chir., 
1927, XXIV, 5. 

Pillet has found that if virulent staphylococci are 
added to filtered, aseptic, acid urine and the urine 
is then kept in an incubator at a temperature of 37 
degrees C., it becomes alkaline and numerous 
crystals of ammonium magnesium phosphate are 
precipitated. Colon bacilli, on the other hand, pre- 
vent or greatly retard the precipitation of phosphates 
and keep the urine acid for a long time. In normal 
filtered urine that was kept aseptic, no crystals of 
any sort were found in an observation period of 
several months. It therefore appears very probable 
that bacteria play a part in the production of 
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crystalline sediments in urine. The crystals may 
represent the products of microbic digestion. 

The clinical and laboratory research that led to, 
and confirmed, these observations are described, and 
the formation of the crystals is discussed at length. 

In examination of the urine of a patient in whom 
a calculus of the urinary tract is suspected, am- 
moniogenic bacteria with lithogenic power—the 
most common of which is the staphylococcus— 
should be looked for. If they are found, fluoroscopy 
may be indicated. 

These studies explain howa massive but ephemeral 
infection of otherwise normal urine may be the 
origin of phosphatic calculi in childhood and 
adolescence. They explain also phosphatic gravel, 
deposits of phosphates around a uric acid or oxalic 
acid nucleus, and the rapid recurrence of certain 
phosphatic calculi. FLORENCE CARPENTER. 


Papin, E., and Michon, E.: Iliac Ureterostomy of 
the Remaining Kidney in Tuberculosis of the 
Bladder After Nephrectomy (De |’urétérostomie 
iliaque du rein restant dans la tuberculose vésicale 
aprés néphrectomie). Bull. et mém. Soc. nat. de 
chir., 1927, liii, 963. 

Papin’s technique for iliac ureterostomy is de- 
scribed in detail. The most original features are the 
very extensive liberation of the ureter, the low sec- 
tion near the bladder, and the omission of fixation 
of the ureteral aperture to the skin. A regular 
elongated curve takes the place of the sharp angle 
which is produced when the ureter is made to open 
in the lumbar region. 

Thirteen cases are reported in which the operation 
was performed for the relief of intense pain of severe 
cystitis which persisted after nephrectomy for 
tuberculosis of the kidney. The patient first sub- 
jected to this operation was operated upon 6 years 
ago and is now leading an active life. In all of the 
cases in which the operation was performed long 
enough ago to warrant a conclusion as to the end- 
result it was successful, and in the cases recently 
operated upon it appears to have been successful. 

The use of an apparatus to collect the escaping 
urine is much more convenient after this procedure 
than after lumbar nephrostomy. A short catheter 
in the ureter is unnecessary. Recently Papin has 
modified his technique by making a rectilinear skin 
incision to obtain a skin flap which he wraps around 
the exteriorized portion of the ureter. In this way he 
forms a tube similar to that made by Lambret for an 
iliac anus. The tube allows the use of a more simple 
form of apparatus, but in the one case in which it 
has been tried it gave rise to complications of 
cicatrization. FLORENCE CARPENTER. 


Takahashi, A.: The Early Diagnosis of Pedicled 
Villous Cancer of the Bladder (Contribution au 
diagnostic précoce du cancer pédiculé villeux de la 
vessie). J. d’urol. méd. et chir., 1927, xxiii, 348. 


It is difficult to make a diagnosis between benign 
and malignant tumor of the bladder, particularly 
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in cases of the pedicled villous forms which are 
frequently benign. In the case of a man 60 years of 
age the first cystoscopic examination revealed a 
tumor which appeared to be a typical pedicled 
papilloma, but the second cystoscopic examination, 
made a few days later preliminary to electrocoagu- 
lation showed a slight bullous oedema of the mucous 
membrane around the base of the pedicle such as is 
often seen in cancer of the bladder. The author 
therefore decided to remove the tumor. After 
opening the bladder he was unable to see or feel any 
change in the mucous membrane and was inclined 
to doubt his cystoscopic diagnosis, but microscopic 
examination showed cancerous infiltration both in 
the pedicle of the tumor and in the bladder mucous 
membrane. 

Takahashi therefore advises careful inspection on 
cystoscopic examination of bladder tumors to de- 
termine whether there is any bullous cedema around 
the base of the pedicle. Auprey G. Morcan, M.D. 


Morson, A. C.: The Treatment of Vesical Car- 
cinoma by Radium Irradiation. Brit. J. Radiol., 
1927, XXXii, 309. 

Morson discusses only inoperable cases of car- 
cinoma of the bladder. When partial cystectomy is 
done by an expert it gives excellent results, but when 
the lesion is too extensive for partial cystectomy, a 
decision must be made as to whether a complete 
cystectomy shall be performed or irradiation em- 
ployed. Radium irradiation does not cure bladder 
carcinoma, but is followed by shrinkage of the 
tumor and temporary improvement in the general 
health. It will also control hemorrhage. 

Four different methods of applying radium to 
bladder tumors are: (1) surface application, (2) 
internal application, (3) combined surface and 
internal application, and (4) burying of the radium 
in the growth. 

Surface applications are open to the objection 
that they cause the most intense irradiation upon 
the skin and the least intense irradiation on the 
tumor, considerable normal tissue intervening. 

Internal application may be accomplished through 
a suprapubic cystotomy or through the urethra. 
At least a 4-hour exposure is required to destroy 
malignant cells. Through the urethra, radium may 
be placed in the bladder by means of an operating 
cystoscope. Considerable normal tissue is heavily 
irradiated by either of the internal methods. 

By “combined application” is meant the inser- 
tion of radium into the rectum and its application 
to the skin over the suprapubic region. This method 
is far from satisfactory. 

The burying of radium in the tumor in the form 
of tiny glass tubes or radium seeds offers many 
possibilities but has several objections. The author 
deplores the haphazard method of applying radium 
tubes to a tumor in the bladder and the administra- 
tion of sublethal doses. He believes that the 200 
mgm. of radium available is inadequate for the 
treatment of a growth invading one-half of the 


bladder. He buries ro-mgm. tubes % in. or less 
apart about the periphery of the lesion and leaves 
them in place for 24 hours. A marked reaction 
follows, but complete disappearance of the tumor 
has not been realized. In general, the improve- 
ment is only temporary, but in the author’s opin- 
ion the treatment is well worth while. 
A. James Larxktn, M.D. 


Chauvin, E.: Double Urethra, Particularly the 
Posterior Varieties (A propos des urétres doubles 
en particulier de leurs variétés postérieures). J. 
d@’urol. méd. et chir., 1927, xxiii, 289. 


Le Fort made an excellent classification of 
anomalies of the urethra in 1896, but he studied 
chiefly duplications of the anterior urethra and 
forms unknown to him have been found with the 
progress of surgery. Chauvin therefore suggests a 
revision of the classification and divides such con- 
ditions into 4 groups: (1) complete double urethra, 
(2) juxta-urethral culs-de-sac, (3) bifurcations of 
the urethra, and (4) diverticula of the urethra with 
a distinct canal. 

He has been able to find only 6 cases of complete 
double urethra in the literature. Sometimes it is 
difficult to distinguish the normal from the accessory 
canal, but tie former usually has a normal sphincter 
while the latter is a simple fistula from which urine 
drains constantly. Sometimes the accessory canals 
are too small to be catheterized, but histological 
examination always shows them to be lined with 
stratified epithelium like the normal urethra. 

The culs-de-sac are blind at one end and open 
on the skin or into the bladder at the other. Culs-de- 
sac opening into the bladder are very rare; the 
author has found only 2 cases in the literature. 
Those opening on the skin are much more common; 
they may run beside the normal urethra or above or 
below it. The dorsal ones are the most common; . 
LeFort collected 13 cases, Lebrun added 8, and the 
author has found 2 others in the literature and has 
seen 1 in his own practice. He describes the findings 
in his case in detail with a roentgenogram. 

Posterior bifurcations of the urethra are difficult 
to demonstrate, and so far as Chauvin is aware have 
never been diagnosed clinically. Le Fort did not 
know anything about them, and only 1 case has 
been reported in the literature. In a case seen by 
the author the anomaly was discovered in a prostate 
that had been removed surgically; there was a 
urethra running through each of the lateral lobes. 
Anterior bifurcations are more common and may be 
lateral, superior, or inferior. 

If a diverticulum of the urethra is to be classified 
as a double urethra it must not be simply a saccular 
dilatation, but must present a distinct canal. It 
may be blind at one end and open into the urethra 
at the other, or it may open into the urethra in the 
middle and be blind at both ends. The author re- 
ports a case in which histological examination of 
both culs-de-sac showed epithelium like that of the 
normal urethra. Auprey G. Morgan, M.D. 
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Nicholson, B. B.: Urethral Diverticula. J. Urol., 
1927, Xvili, 145. 


Urethral diverticula are rare. They sometimes 
cause marked disturbances and in several reported 
cases were responsible for death. The author re- 
ports two cases and supplements his article with 
a very complete bibliography on the subject. He 
states that many reported cases of congenital 
diverticula of the urethra lack proof of their con- 
genital origin. 

Diverticula may occur at any point along the 
urethra. Embryological evidence supports the 
theory that congenital diverticula are of entoder- 
mal origin. As a rule they are called to the physi- 
aida attention before the patient reaches adult 
ife. 

The diagnosis is usually not difficult. Frequently 
the most evident sign is the appearance of a tumor 
during urination and its subsequent collapse either 
spontaneously or under external pressure. If there 
is a sinus through the skin, foul urine may be ex- 
pressed from the sinus as well as from the urethra. 
In cases in which stones ate present a hard mass 
may be palpated and occasionally crepitation may 
be elicited. Injected opaque solutions will usually 
outline the diverticulum and indicate its shape and 
capacity. 

The treatment must aim at the sterilization and, 
if possible, the surgical eradication of the cavity. 
The smaller pockets may be cleared of infection 
by massage, irrigations, instillations, and urethral 
dilatation. Especially when there is stagnation of 
urine, the larger diverticula must be carefully and 
completely dissected and excised. 

Jcsern S. Ersenstarept, M.D. 


GENITAL ORGANS 


Casariego, A. G.: Prostatotomy in the Treatment 
of Urinary Retention in the Course of Acute 
Gonorrheal Prostatitis (La prostatomie comme 
traitement des rétentions d’urine au cours des pros- 
tatites aigues gonococciques). J.d’urol. méd. et chir., 
1927, XXill, 519. 

The author reports the case of a man 22 years of 
age who had had gonorrhceal urethritis for about 
three months and urinary retention for three days. 
a catheterization was done for a week with no 
relief. 

A perineal prostatotomy was finally performed. 
The two lobes were incised and drained and a re- 
tention catheter was inserted. Four days after the 
operation the patient urinated spontaneously, the 
temperature dropped, and there was complete 
relief of the symptoms. 

Three other similar cases have been treated in 
this manner by Casariego with good results. 

The treatment described is recommended also for 
cases without abscess. In the author’s opinion it 
will often prevent the development of chronic 
urethritis and chronic prostatitis. 

Micuaet L. Mason, M.D. 


Wildbolz, H.: The Indication and Execution of 
Prostatectomy. Proc. Roy. Soc. Med., Lond., 
1927, xx, 1808. 

The general indications for operation for benign 
hypertrophy of the prostate which are recognized by 
all surgeons are: 

1. Permanent retention of a considerable quan- 
tity (150 to 200 c.cm.) of urine in the bladder. 

2. Frequent attacks of complete retention. 

3. Long-standing infection of the bladder. 

4. Severe repeated hemorrhage from the hyper- 
trophied prostate. 

Many surgeons are extending the indications for 
prostatectomy, operating when there is frequency 
and only a slight degree of retention. In the author’s 
opinion, prostatectomy is not advisable as a pro- 
phylactic procedure. It is indicated only when the 
patient is in danger from the disease. 

In the early days the mortality following opera- 
tion was high because of uremia from impairment of 
renal function. It was later generally recognized that 
renal function should be tested before operation. 
However, there is still a considerable difference of 
opinion as to which tests of renal function are best 
and as to when this function is sufficient to permit 
prostatectomy without undue risk. 

In a series of 135 operatively treated cases, 
Wildbolz tested the renal function before the opera- 
tion by: (1) testing the power of the kidneys to dilute 
and concentrate the urine (the water test); (2) the 
phenolsulphonephthalein test; and (3) estimation of 
the blood urea. 

These tests were repeated several times in each 
case to determine the improvement, if any, resulting 
from the preliminary treatment. One patient died of 
uremia after the operation. In the case of another, 
who died of pneumonia and acute bilateral pyelone- 
phritis, there were no signs of uremia for 3 weeks, 
but a few days before death the blood urea rose 
to 220 mgm. In none of the other cases was the 
operation followed by uremia. 

The water test is considered by many urologists 
to be the most important test of renal function. 
Suter of Basle refuses to operate unless the urine is 
concentrated to a specific gravity of 1.017. Lehmann 
considers a specific gravity of 1.018, and Rubritius, 
a specific gravity of 1.015, to be the minimum. 
According to the author, these figures are unneces- 
sarily high as in 26 of his cases recovery resulted 
when the concentration was much lower. In 18, the 
specific gravity was between 1.o11 and 1.016; in 7, 
it was 1.010; and in 1, it was 1.009. 

Some surgeons attribute more importance to the 
difference between the highest and lowest figures 
for the specific gravity as determined by the test, a 
variation of from 15 to to degrees being considered 
necessary for safety. Of the patients whose cases are 
reviewed, 17 recovered in spite of a much lower con- 
centration. Several showed a difference of only 4 
or 5 degrees, and 2, a difference of only 3 degrees. 

A poor response to the water test is not an abso- 
lute contra-indication to operation; it isa sign only of 
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impairment of renal function. ‘The author has never 
seen a poor result from the phenolsulphone- 
phthalein test when the water test was good. Inonly 
2 cases in which the water test was satisfactory was 
the blood urea high. 

A good response to the phenolsulphonephthalein 
test indicates good renal function, but a poor re- 
sponse is not a definite contra-indication to operation. 
Some urologists insist upon a minimal elimination of 
from 42 to 55 per cent during the first hour, but 
Wildbolz believes this is too high. In the majority of 
his cases more than 30 per cent was eliminated in the 
first hour, but in 13 the elimination was between 20 
and 30 per cent and in 10 it was less than 10 per cent. 
Most of these cases showed a remarkably good 
elimination during the second hour. Wildbolz con- 
cludes that an elimination of less than 10 per cent 
during the first hour is a contra-indication to pros- 
tatectomy, but when there is an elimination of from 
10 to 20 per cent, operation is permissible provided 
the elimination is as high or higher during the 
second hour. 

The estimation of the blood urea should be done 
to supplement the other tests. When the water and 
phenolsulphonephthalein tests are satisfactory, 
operation is permissible, but when they are un- 
satisfactory they leave us uncertain. The estimation 
of the blood urea shows when operation is definitely 
contra-indicated but leaves us uncertain as to when 
it is permissible. A high blood-urea determination is 
a contra-indication to prostatectomy, but a normal 
amount of urea in the blood is no proof of satis- 
factory kidney function. Several observers have 
seen patients with a normal blood urea value 


develop symptoms of uramia after prostatectomy. 
Wildbolz has seen patients with a blood-urea value 
of from 30 to 40 mgm. eliminating phenolsulphone- 
phthalein very poorly and with such a small 
power of urine concentration that prostatectomy 


appeared too dangerous. He believes that the 
estimation of the blood urea will indicate only a 
serious deficiency of renal function and does so later 
than the water and phenolsulphonephthalein tests. 
On the other hand, an abnormally high blood-urea 
value is a certain indication that renal function is for 
the time too poor to permit operation. Uramia will 
surely follow operation when the blood urea is 
100 mgm., and will probably follow it when the 
blood urea is 80 mgm. When the blood urea is 
between 50 and 80 mgm., operation is permissible 
only when the other tests are favorable. These 
observations indicate the necessity of employing 
more than one test of renal function. 

Renal function may be rapidly improved by regu- 
lar drainage of the bladder. As shown by Kornitzer, 
Hinman, and Morrison, deficiency of renal function 
is due not so much to atrophy of the renal paren- 
chyma from back pressure as to disturbances in the 
circulation of the kidneys. Most patients respond 
promptly to pre-operative treatment. In a few 
cases, however, no such response occurs and opera- 
tion is not permissible. 


When the response to renal function tests is not so 
poor as to contra-indicate operation, but improve- 
ment under drainage is not satisfactory, operation 
may be performed if the general condition is good. 
If the condition of the heart and lungs is not satis- 
factory, operation is not advisable. In deciding 
whether or not to operate, it is important to ascer- 
tain whether a perineal operation may not be per- 
formed instead of a suprapubic operation. 

Wildbolz believes that the perineal operation 
places less strain on the heart and lungs. He has 
found that the: suprapubic operation is usually 
followed by an increase in the blood urea lasting 
several days, while the perineal prostatectomy is 
followed by only a slight or no increase. In more 
than 50 per cent of cases in which a suprapubic 
operation was performed there was an increase in the 
blood urea on the fourth or fifth day. In the majority 
it amounted to from 60 to 70 mgm., but in 1 case 
it was more than 100 mgm. In only 18 per cent of 
the cases treated by the perineal operation was 
there an increase, and in these it was trifling. In 28 
per cent of the cases of perineal operation, there was 
a decrease on the fourth or fifth day after the 
operation. This difference is explained by the fact 
that in perineal operations there is much less dis- 
turbance of the general vascular circulation, less 
bleeding, and less necrosis of the tissues, the wound 
does not hinder respiration or expectoration, and, 
as the wound is well drained, there is only a slight 
amount of absorption to increase the blood urea. 

In the author’s technique for perineal prosta- 
tectomy, approach to the prostate is gained by the 
usual incision and blunt dissection, and the prostate 
is pressed downward into the wound by a metal 
catheter in the urethra. The fascia of Dénonvilliers 
is then incised transversely just above the apex of 
the gland and pushed backward to expose the pos- 
terior surface of the capsule. The latter is incised by 
a midline vertical incision beginning 1 cm. above 
the apex, and through this incision both lobes of 
the prostate are enucleated as far as possible. The 
prostatic urethra is divided transversely just at the 
lower end of the adenomatous mass, the upper end 
being left connected with the neck of the bladder. 
Young’s retractor is then introduced and the upper 
end of the urethra is divided close to the neck of the 
bladder, together with any adhesions between the 
adenomatous mass and its capsule. 

Four sutures are placed through the neck of the 
bladder and the stump of the urethra at the apex of 
the gland. These are tied over an indwelling silk 
catheter which is left in place for from 12 to 14 days. 
The sutures restore the normal anatomical con- 
ditions so far as possible. A drainage tube is placed 
in the prostatic capsule. No packing is used. The 
superficial wound is closed with a few sutures. 

Healing usually occurs by primary intention. The 
drainage tube is removed after 3 or 4 days. After the 
removal of the catheter the patient voids normally. 

In 105 cases treated by suprapubic prostatectomy, 
the mortality was 15 per cent, whereas in 305 
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treated by perineal prostatectomy it was 6.5 per 
cent. 
Disadvantages of the perineal operation are 
wounding of the rectum and the risk of incontinence. 
Harry A. Fow ter, M.D. 


Troell, A.: Prostatectomy—Some Remarks About 
the Indications, Technique, and _ Results. 
Acta chirurg. Scand., 1927, \xii, 133. 


The author reviews his experience in 93 cases of 
prostatectomy with a primary mortality of 5.4 per 
cent—82 cases of benign hypertrophy of the pros- 
tate with a mortality of 4.9 per cent and 11 cases 
of cancer of the prostate with a mortality of 9 per 
cent. 

To obtain good results from prostatectomy care- 
ful pre-operative treatment is necessary. Of chief 
importance is permanent drainage of the bladder. 
As a rule this is obtained by means of a retention 
catheter. The effect of drainage should be carefully 
controlled by water tests according to the Strauss 
method and determinations: of the non-protein 
nitrogen of the blood. The latter are necessary fora 
correct estimation of the functional capacity of the 
kidneys. As a rule, a good result from operation 
can be expected when the non-protein nitrogen of 
the blood does not exceed 40 mgm. On account 
of the fairly common variability of the renal func- 
tion in patients with prostatic conditions, repeated 
determinations should be made before the operation 
and, when the prognosis is uncertain, the patient 
should be kept on an exclusively carbohydrate diet 
for the first few days after the operation. 

The results are improved also when the operation 
is performed in 2 stages. When the non-protein 
nitrogen content of the blood is persistently high 
and there is severe urinary infection, a preliminary 
cystostomy should be done to obtain more effective 
drainage of the bladder and greater improvement in 
the renal function than result from the use of the 
retention catheter. 

The occurrence of postoperative epididymitis can 
be greatly reduced by changing the catheter every 
other day during the treatment before and after 
operation. 

In cases of benign hypertrophy of the prostate, 
prostatectomy usually gives a lasting result. In 
cancer of the prostate, in which the diagnosis may 
be very difficult even on microscopic examination, 
the prognosis as regards definite recovery after 
prostatectomy by the ordinary transvesical route is 
very unfavorable. Recurrences and metastases 
sometimes develop within 6 months after the 
operation, but in some cases several years may 
elapse before such complications arise, the patient 
being quite free from symptoms in the interval. 
The occurrence of postoperative multiple metastases 
in the bones, especially in the vertebra, is by no 
means rare. Such metastases often grow very 
slowly, however, and appear to be favorably in- 
fluenced by repeated treatments with the roentgen 
rays. 


Ibrahim, A. B.: The Relation of Funiculitis to 
Hydrocele in Egypt. Lancet, 1927, ccxiii, 272. 

Cellulitis of the spermatic cord has long been 
recognized as a fairly common affection in the East. 
It has been described in Egypt and Ceylon. Castel- 
lani studied the condition and gave it the name 
“endemic funiculitis.”” At Kasr-el-Ainy hospital, 
during the years 1921 to 1924, 105 patients with the 
condition were admitted and about twice this 
number were treated as out-patients. These figures 
represent only a small percentage of the total in- 
cidence of the condition because they include only 
cases of the most severe type. 

The disease is observed most often in April, May, 
and June, but may occur at any time of the year. 
It is most common between the fifteenth and thir- 
tieth years of age. It is usually unilateral, but may 
affect both sides simultaneously. The attacks usually 
recur at variable intervals. In Castellani’s opinion, 
it is a filarial disease with a superadded streptococcal 
infection. 

There are 3 major varieties—the gangrenous, the 
suppurative, and the non-suppurative. 

The non-suppurative type, which is much more 
common than the suppurative, appears in a mild and 
a severe form. It has long been described as throm- 
bosis of the spermatic cord. 

The gangrenous type, which is the rarest, causes 
death usually in 2 or 3 days, with marked symptoms 
of septicemia. Death occurs in spite of early 
interference. 

The acute suppurative form offers a somewhat 
better prognosis if promptly treated, but often 
causes death. Abscess formation, especially in the 
knee joint, is a common com, ication. A diplo- 
streptococcus was isolated in every case. 

Hydrocele is an almost cons ant sequel of the 
milder cases, and in the author’ opinion almost all 
of the very numerous cases of uydrocele observed 
in Egypt are due to this condition. 

There is a great similarity »etween funiculitis 
and the attacks of lymphangitis occurring in tropical 
elephantiasis. The underlying cause is probably a 
filaria, and the exciting cause a streptococcus. 

Josepu S. E1senstarpt, M.D. 


Stricker, P., and Franck, A.: Multiple Fibromata of 
the Tunica Vaginalis (Fibromes multiples de la 
tunique vaginale). J. d’urol. méd. et chir., 1927, 
XXxiv, 53. 


Stricker and Franck report a case of fibromata of 
the tunica vaginalis in a 40-year-old man. The 
first tumor was noticed by the patient two years 
previously. There was no other abnormality in the 
genital region. 

At operation, five small tumors, round and very 
hard, were found adherent to the visceral and 
parietal] layers. Almost all of the tunica vaginalis 
was removed with the tumors. Three other growths 
the size of the head of a pin were discovered in the 
visceral serous membrane and destroyed with the 
thermocautery. 
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Histological examination showed the tumors to be 
fibromatous formations very much sclerosed. 

The authors have been unable to find a similar 
case in the literature. FLORENCE CARPENTER. 


Wesson, M. B.: Backache Due to Seminal Vesi- 
culitis and Prostatitis. California & West. Med., 
1927, xxvii, 346. 

Wesson says that in a large percentage of cases of 
low backache there is an infection of the prostate 
and seminal vesicles, and as soon as free drainage is 
established the backache ceases. 

He emphasizes the fact that although the pri- 
mary infection in such cases is in the prostate, it is 
the secondarily infected seminal vesicles which are 
responsible for the metastatic infection. 

Disease of the prostate or seminal vesicles causes 
backache through referred pains or by metastatic 
infection with resultant local fibrositis or arthritis in 
the lumbosacral spine. As this causes the patient to 
assume an attitude which increases the strain on the 
back muscles, the static element is often directly 
responsible for the pain in the muscles and ligaments. 

In backache due to disease of the seminal vesicles 
the pain is made worse by pressure on the structures 
at fault, but movements of the back are not limited 
until the development of arthritis. Particularly im- 
portant in the lower back is the presence or absence 
of tenderness on pressure in the area of pain. 

In cases of lone-standing infections which are 
sealed in, several t eatments are necessary to break 
down the barriers 1nd release the pus and bacteria. 

Four cases are reported. Louis Gross, M.D. 


Walker, K. M.: T':e Treatment of Genital Tuber- 
culosis in the Male. Lancet, 1927, ccxiii, 367. 


Walker emphasis that genital tuberculosis is to 
be regarded as a ocal manifestation of a general 
condition requirin. the adoption of al! general and 
local measures known to be of value in raising re- 
sistance against irection by the tubercle bacillus. 

In its surgical treatment epididymectomy is the 
operation most gen-rally of value. Vesiculectomy, 
although based on a correct understanding of the 
pathology of the disease, is rarely necessary as re- 
moval of the lesions in the testicles is usually followed 
by marked regression of those in the prostate and 
vesicles. This regression is materially assisted if 
epididymectomy is supplemented by climatic and 
dietetic treatment, heliotherapy, X-ray irradiation, 
and the use of tuberculin. If no improvement in the 
central lesions occurs, vesiculectomy and the re- 
moval of grossly infected tissue in the prostate should 
be done as a secondary measure. 

In advanced cases of tuberculous vesiculitis and 
prostatitis and those with fistulous tracts, the radical 
operation should be performed as a primary measure. 
It may be carried out also in a few cases of less ad- 
vanced disease when the patient’s mode of life and 
environment are so unfavorable that he is severely 
handicapped in the fight against tuberculosis. 

C. Travers Srepita, M.D. 


MISCELLANEOUS 


Barbellion, P.: The Latent Gonococcus and 
Spermoculture (Gonocoque latent et spermo- 
culture). J. d’urol. méd. et chir., 1927, xxiv, 36. 


In Barbellion’s opinion, spermoculture is an in- 
dispensable complement to the older methods of 
deciding the question of cure of gonorrhoea. It is 
not, however, an absolute criterion, and the differ- 
ence in the results obtained by different investiga- 
tors (Janet-Débaines, a positive result in none of his 
cultures, and Maille, a positive culture in 94 per 
cent) indicate the difficulties experienced in its ap- 
plication. 

In 1923, Barbellion obtained a positive result in 
from 50 to 60 per cent of his cultures, whereas in 
his latest research, with a different medium, he ob- 
tained a positive result in only 4 per cent. He 
believes that the organisms seen in the previous in- 


- vestigation were not gonococci. He does not accept 


the theory that the gonococci found in the sperm 
of a high percentage of clinically cured cases are 
gonococci of a special attenuated saprophytic type. 
Examination of the fresh sperm between slide and 
cover glass gives information as to the presence, 
number, and vitality of spermatozoa and -the pres- 
ence of leucocytes and bacteria. Further informa- 
tion is obtained from an examination of the sperm 
spread thinly, fixed, and stained with Gram’s stain. 
The presence of pus in the seminal fluid is a sign 
of prime importance even in the absence of gono- 
cocci. It is very important to search for the 
gonococci in the fresh sperm as well as to make 
cultures. FLORENCE CARPENTER. 


Lambkin, E. C., and Dimond, L.: The Employ- 
ment of ‘‘Polar-Body’’ Developing Strains of 
the Gonococcus in the Treatment of Gonococ- 
cal Infection. Brit. M.J., 1927, ii, 302. 


The objectives in the treatment of gonorrhoea are 
the following: 

1. To raise the immunity of the mucosa through 
which the organism enters the body. 

2. To increase the resistance of the particular 
glands and organs susceptible to attack by the 
genococcus. 

3. To raise the antibacterial properties of the 
blood and tissue fluids in order to reduce the risk 
of systemic spread of the infection. 

4. To bring the patient under certain precise bio- 
chemical and colloidochemical conditions which have 
been found to give optimum results as regards de- 
fense against the invading organism, and to place 
the infecting organism under conditions in which it 
is least able to withstand the defense mechanism of 
the body. 

5. To provide a means of determining whether 
any local foci of the disease remain or whether the 
patient is completely freed from the infecting or- 
ganism—in short, to obtain a “‘test of cure.” 

These objectives have been sought by: (1) drain- 
age of the whole urethra by mild irrigating fluids; 
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(2) maintenance of the urine reaction at a pH of 
7.2 to 7.4; (3) intra-urethral instillation of a prod- 
uct of gonococcus metabolism, the ‘‘exotoxin”’; (4) 
the parenteral administration of this exotoxin; and 
(5) the instillation into the urethra of another gono- 
coccus product called ‘‘endotoxin.” The methods 
have not yet been perfected. 

“Polar-bodies,’’ which have been obtained in 33 
per cent of all gonococcal strains, have been found 
to develop also in a certain percentage of strains of 
every organism investigated up to the present time, 
provided the necessary elements for their formation 
are present in the culture medium and the physical 
conditions required for their development are main- 
tained. C. Travers Strepita, M.D. 


Botsford, M. E., Righetti, E., and Johnson, C. M.: 
Anesthesia in Urological Surgery. California 
& West. Med., 1927, xxvii, 377. 


The choice of anesthetic in urological surgery is a 
matter of concern to the internist, surgeon, and 
anesthetist and has been the subject of much dis- 
cussion and investigation in the past few years. 
The inhibitory effect of ether and chloroform on 
kidney function is well established. Cushny at- 
tributes it to reduction of the blood pressure and im- 
pairment of aération of the blood. 

In selected urological cases, local anesthesia is 
ideal, but for the large majority, in which general 
anesthesia is necessary, nitrous oxide best meets 
the requirements of urological surgery. Unlike ether 
and chloroform, nitrous oxide has no effect upon the 
blood pressure other than to cause a rise during 
secondary saturation when the oxygen pressure is 


reduced, and as it is not eliminated by the kidneys, 
it has come to be regarded in most urological clinics 
as the anesthetic of choice when a general anes- 
thetic is indicated. 

Because of the supposed retardation of urinary 
secretion produced by morphine and atropine, the lat- 
ter are generally omitted in cystoscopic examinations 
and ureteral catheterizations under nitrous oxide 
anesthesia, but from experiments on dogs, Haines 
and Milliken concluded that in the usual hypoder- 
mic dose they do not affect the kidney function un- 
favorably and even prevent the inhibition produced 
by ether. The investigation reported in this article 
was undertaken to determine whether nitrous ox- 
ide anesthesia inhibits kidney function and if so, 
whether morphine and atropine prevent this in- 
hibition as they do when ether is used. 

Cystoscopic examinations of adults are usually 
done under some form of local anesthesia, but in 
these procedures also the preliminary administration 
of morphine would be of great value for its pre- 
operative psychic effect and for postoperative relief 
of pain. 

In nitrous oxide anesthesia, morphine is frequently 
the factor which determines the possibility of ob- 
taining muscular relaxation. The authors therefore 
conclude that if, as Haines and Milliken suggest, it 
does not interfere with elimination, urological oper- 
ations such as perineal and suprapubic prosta- 
tectomies, nephrectomies, and operations on the 
bladder, as well as cystoscopic examinations and 
ureteral catheterization, may be done under nitrous 
oxide anesthesia without the addition of ether. 

Louts Gross, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Sycamore, L. K., and Holmes, G. W.: Endothelial 
Myeloma (Ewing’s Tumor). Am. J. Roentgenol., 
1927, XViii, 223. 

The course, clinical incidence, prognosis, morphol- 
ogy, and response to irradiation of Ewing’s tumor 
are sufficiently characteristic to make endothelial 
myeloma a clinical and pathological entity. The 
rarity of its recorded occurrence is probably due to 
failure of diagnosis. According to available statis- 
tics, it constitutes approximately ro per cent of bone 
tumors. It metastasizes readily to other bones, this 
probably accounting for the fact that it is some- 
times considered a condition of multiple primary 
tumors. 

The clinical picture is characterized by localized 
intermittent pain and swelling and local heat without 
redness. Sometimes there is slight tenderness, and 
occasionally pulsation is noted. There may be 
slight fever and a slight leucocytosis. The roentgeno- 
graphic picture is that of a purely destructive non- 
osteogenic process in the bone. The tumor usually 
involves over one-half of the shaft, extending from 
the center toward the ends. There may be periosteal 
reaction Jeading to new bone formation. This 
usually occurs parallel with the shaft, but occasion- 
ally in radiating spicules. The tumor may invade 
the periosteum and surrounding soft parts. 

It must be differentiated from osteogenic sarcoma, 
metastatic malignancy, multiple myeloma, and 
osteomyelitis. The differential points of these lesions 
are discussed at some length. In doubtful cases, re- 
course may be had to biopsy or to the therapeutic 
test of irradiation. As biopsy increases the danger of 
metastasis and the response to irradiation is rapid 
and specific, the latter is better. 

Irradiation is the treatment of choice. Its action 
is so. marked that failure of a tumor to react favor- 
ably is sufficient evidence that the growth does not 
belong in the category of Ewing’s tumor. The treat- 
ment must be continued over a long period as the 
growth tends to recur. No definite statement can be 
made as yet with regard to the curative value of 
radiation since only a few cases have been treated by 
this method alone and these were treated too recent- 
ly to justify conclusions as to the permanence of the 
cure. 

The use of surgery and Coley’s serum is discussed 
briefly. 

The prognosis of the condition is unfavorable al- 
though considerably better than that of osteogenic 
sarcoma or multiple myelitis. 

A case seen by the authors is reported in detail. 

Hartunec, M.D. 
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Rowlands, M. J.: Rheumatoid Arthritis: Is It a 
Deficiency Disease? Proc. Roy. Soc. Med., Lond., 
1927, XX, I711I. 

In investigations with regard to the effect of diet 
on rheumatoid arthritis, Rowlands found that when 
pigs with stiffness and swelling of the joints were fed 
on a full vitamine diet they became entirely normal. 

Early clinical observations had led him to the 
conclusion that rheumatoid arthritis is of trophic 
origin. This was suggested by the typical areas of 
hyperesthesia and the marked wasting of specific 
muscles such as the vastus internus, the nerve of 
which supplies the knee joint, and the deltoid, in 
which the circumflex nerve is involved. Over a long 
period of observation he noted that, in a very high 
percentage of the cases, cultures of the urine yielded 
bacillus coli. Of the last 100 cases studied, bacillus 
coli were found in the urine in 89. Cultures of the 
fluid obtained by puncture of the joints were sterile. 

The author studied also the effects of a deficient 
diet on rats. When a diet deficient in Vitamine B 
was given, all of the animals appeared sick within 
3 weeks, and in the fourth week a number of them 
died. In controlled necropsies the most marked and 
constant findings indicated absence of the peristaltic 
wave, general malnutrition, and distention of the 
cecum. Colon bacilli could not be cultured from 
rats fed on the deficient diet for only 4 weeks, but 
were found in the urine of those fed this diet for 9 
weeks. 

None of these animals died from acute septicaemia 
or showed the least signs of being ill other than 
symptoms attributable to the deficiency in the diet. 

These and other findings suggest that a deficiency 
of Vitamine B in the diet of animals lowers the 
vitality as indicated by the subnormal temperature 
and decreases the resistance to infection. The rats 
died of acute toxemia. In the author’s opinion, the 
absence of peristalsis was due to paresis of the 
nerve supply followed by atrophy of the muscle 
with consequent distention and the absorption of 
toxin. The track of infection is by way of the 
lymphatics. 

In discussing the similarity of the effect of a de- 
ficiency of Vitamine B in the diet to a nerve disease, 
the author calls attention to the fact that in animals 
fed on such a diet a constant symptom is paralysis. 
In rheumatoid arthritis a joint commonly involved 
is the knee. Before the pain becomes localized in 
the knee the patient usually complains of a tingling 
or numbness around the joint. Wasting of the 
vastus internus sets in, and there are areas of 
marked hyperesthesia above the knee joint and on 
the outer part of the leg. The vastus internus sup- 
plies the knee joint or at least its synovial membrane. 
There is no wasting of the rectus. 
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In rheumatoid arthritis of the shoulder joint the 
patient often complains of pain over the deltoid be- 
fore there are any marked bony changes, and 
sensitive areas in the skin are found in the region 
supplied by the cutaneous branch of the circumflex 
nerve. The circumflex gives off a large branch to 
the joint as a trophic nerve. 

In rheumatoid arthritis of the hand there is 
marked wasting of the interosseous muscles and of 
the thenar eminence which are supplied by the deep 
portion of the ulnar nerve. There is never any 
wasting of the hypothenar eminence. If the wasting 
were due to disuse, all of the muscles would probably 
be equally involved. 

The author draws the following conclusions: 

1. The absence of any organism in the blood, the 
joints, and the tissues indicates strongly that the 
disease is of toxic origin. The high percentage of 
cases (96 per cent) in which there is a bacilluria 
indicates strongly that the condition is due to bac- 
terial products. 

2. Rheumatoid arthritis may be accompanied by 
distention of the stomach and constipation. 

3. The similarity in the anatomical changes in 
almost all cases is remarkable. 

4. Injury is a predisposing cause determining 
which joint will be involved. 

5. The disease is one of civilization and is in- 
creasing. The increase in its incidence is con- 
sistent with the changes in our diet. 

In the author’s experience a diet with a concen- 
trated content of Vitamine B has been effective in 
relieving rheumatic pains and sterilizing the urine. 

Massage and electrical, thermal, and drug treat- 
ments have proved of little value. Foci of infection 
should be removed as far as possible. 

GeorceE C. HENSEL, M.D. 


Carey, E. J.: The Anatomy, Physiology, and 
Anomalies of the Spine. Radiology, 1927, ix, 219. 


The spine has two primary curves—the thoracic 
and the sacral—for the accommodation of the vis- 
cera. There are also two secondary curves—the 
cervical and the lumbar—which compensate for the 
upright posture. These curves render the spine 
sixteen times stronger than it would be if it were 
straight. They give it elasticity and maintain the 
weight of the viscera within the line of the center of 
gravity. The curving is so gradual that it prevents 
the possibility of compression of the cord and adds 
greatly to the beauty of the body outline. 

The vertebre are interlocked and overlap each 
other by their spinous and articular processes so 
that the cord is well protected and there is little 
danger of dislocation. The weight-bearing part of 
the vertebre is especially built to sustain its load. 
The strong lamelle run vertically and are bound 
together by weaker horizontal lamella. Both sets of 
fibers are curved with their convexity toward the 
center of the bone. Elasticity is afforded by the 
cancellous composition. The cancellous tissue is 
covered by a thin layer of compact bone. The cord 


is attached to the vertebral bodies, the least movable 
parts of the spine. 

Roentgenograms of the spine should be of decided 
clinical importance. Normal standards must be set 
up for the different anatomical ages. When this is 
done the roentgenologist will be able to report an 
increase or decrease of surface, outline, or density of 
bone in the various vertebre. 

The roentgen examination is a valuable method 
for recognition of the various abnormalities in 
spinal development that result from delayed 
growth or a perverted anatomical condition. 

The spine may show absence of one or more 
vertebre, an additional vertebra, retarded or 
accelerated growth of parts, or complete inhibition 
of parts of vertebra. The most common anomalies 
of this type are spina bifida and fusion of vertebra 
to contiguous bones. Cartes H. Heacock, M.D. 
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MUSCLES, TENDONS, ETC. 


Prati, M.: The Importance of the Juncturze 
Tendinum in Lesions of the Extensor Tendons 
of the Fingers (Sulla importanza delle giunture 
tendinee nelle lesioni dei tendini estensori delle 
dita). Arch. ital. di chir., 1927, xvii, 597. 


A carpenter 38 years of age sustained a cut across 
the back of his hand. The extensor tendon of the 
middle finger was cut at the juncture of the middle 
and lower thirds of the middle metacarpal and was 
not sutured. The author was consulted 3 months 
later. When the patient held his hand palm down- 
ward with the fingers extended, the middle finger 
was flexed a little below the others. When he made 
a forced contraction of the hand and then opened it, 
the middle finger extended almost completely al- 
though a little more slowly than the others. The 
physician of his insurance company said he was 
malingering because all of the fingers could be ex- 
tended after forced flexion. 

Studies of the anatomy of the hand led Prati to 
conclude that the patient was not malingering. In 
an examination of what the anatomists call the 
“juncture tendinum,” that is, the transverse fibers 
connecting the different branches of the extensor 
communis digitorum, he found that these fibers, 
particularly those between the ring and middle 
fingers, may function for one of the tendons that they 
connect when the latter is injured. Therefore, sec- 
tion of one of those tendons in the middle or upper 
third of the metacarpal need not cause limitation 
of extension of all of the fingers together but only of 
extension of the injured finger alone. The latter 
may remain permanently in a position of slight 
flexion, though complete extension is possible by 
hypercontraction of the extensor muscle. These 
conditions are symptomatic of complete section of 
the tendon with vicarious function of the juncture 
tendinum. When the lesion is distal to the insertion 
of the tendon anastomoses, extension of the finger 
is impossible. Auprey G. Morean, M.D. 
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Ryerson, E. W.: Laminectomy. J. Am. M. Ass., 
1927, Ixxxix, 687. 

In Pott’s disease, laminectomy is indicated after 
conservative treatment by complete recumbency 
in bed on a Bradford frame has been given for about 
6 months. 

In fracture dislocation of the spine with marked 
cord symptoms, in which every hour of delay of 
treatment means increased harm to the cord, an 
early decompression may give a chance for cure 
which otherwise would be lost. In such cases 
laminectomy is a reasonably safe procedure and 
should be performed as a routine measure. 

Not only recent, but also old, cases of incomplete 
lesions of the cord due to injury may be greatly 
benefited by laminectomy. 

For cases of complete transverse destruction of 
the cord, the author proposes to transplant several 
intercostal nerves downward into nerves below the 
lesion. No attempt has been made to perform this 
operation as yet, but Ryerson solicits opinions re- 
garding the plan. A. J. Gortiies, M.D. 


Nové-Josserand, G., and Pouzet, F.: Late Results 
of Atypical Tarsectomies in Diffuse Tuberculo- 
sis of the Posterior Tarsus in Children (Ré- 
sultats éloignés des tarsectomies atypiques dans la 
tuberculose diffuse du tarse postérieur chez l’en- 
fant). Lyon chir., 1927, xxiv, 129. 

In extensive tuberculosis of the posterior tarsus, 
surgical treatment is necessary. The authors have 
treated 49 cases. The typical posterior tarsectomy 
was done in only 4. In the others, they removed the 
astragalus and then curetted the calcaneum and the 
other bones of the tarsus so thoroughly that often 
they left only a shell of cortex and this only in areas 
that seemed normal. In most of the cases a cure 
resulted. 

In 3 cases it was found necessary to remove the 
calcaneum secondarily, and in 2 to perform a second 
curettage on that bone. In addition to removal of the 
astragalus and curettage of the calcaneum, which 
they did in all 45 cases in which the atypical opera- 
tion was done, they curetted the epiphysis of the 
tibia in 27, curetted or removed the scaphoid in 11, 
and curetted or removed the cuboid in 9. 

On the whole, the atypical posterior tarsectomy 
gave very good functional results. Since as much as 
possible of the bones of the tarsus should be pre- 
served, curettage has the advantage over sub- 
periosteal tarsectomy as it permits a considerable 
degree of regeneration and better preserves the 
surfaces of the joints, particularly those of the 
calcaneocuboid joint. Retrodisplacement of the 
tibia with reference to the calcaneum must be pre- 
vented, and special care must be taken to preserve 
the scaphoid because of its importance as a support 
of the tibia. If the scaphoid is diseased, curet- 
tage is preferable to its removal. If removal of the 
scaphoid is unavoidable, it may be best to remove the. 
cuboid also, even when the latter is normal, so that 
the tibia will rest on the anterior part of the foot. 


The foot must be put up in a position to assure this 
support. This is best done by pulling it downward 
and backward. Auprey G. Morcan, M.D. 


Freiberg, A. H.: Physical Therapy and Its Relation 
to Orthopedic Surgery. J. Am. M. Ass., 1927, 
Ixxxix, 782. 


Freiberg calls attention to the present haphazard 
and inefficient use of physical therapy and suggests 
how it may be corrected. 

The advent of heat baths, electrotherapeutic 
apparatus, and various forms of light instruments 
has tended to divert attention from the older forms 
of physical therapy and, to a more alarming degree, 
has lessened expertness in the use of massage, gym- 
nastics, and general physiological training. 

There is a constant tendency to substitute expert- 
ness for a confusion of apparatus. Freiberg insists 
that physical therapy and apparatotherapy are not 
synonymous. Most of the apparatus now employed 
is good and of value under the proper conditions, 
but it is rare to find that those using them or 
prescribing their use have more than a superficial 
knowledge of the relationship of the physical 
therapeutic agent to be employed and the physiolog- 
ical and pathological changes to be treated. 

Some of the most important methods included in 
the term “physiotherapy” cannot be supplanted 
by the use of any of the apparatus now known. 

Courses of instruction given in mercantile es- 
tablishments to increase the sale of certain types 
of apparatus are not acceptable substitutes for 
training in medical schools or hospitals, either for 
the physician who is to direct the treatment or 
for those who are to act under his direction. 

None of the so-called drugless cults is to be 
regarded as identical with physical therapy or as a 
substitute for it. 

It is important that the principles of physical 
therapy in its modern sense be a part of the educa- 
tion of the student of medicine. The medical 
student should have at least a minimal amount of 
training in its application. 

A more numerous personnel, thoroughly trained 
in the practical application of physical therapy in its 
various branches, should be at the service of the 
medical profession. 

In discussing a personnel to perform the practical 
part of this work, Freiberg suggests that the nurse 
is best qualified to select physical therapy as a field 
for postgraduate specialization. 

GeorceE C. Henset, M.D. 


FRACTURES AND DISLOCATIONS 


Kleinschmidt: A New Method of Treating Pseud- 
arthroses (Ein neuer Behandlungsweg der Pseudo- 
arthrose). 51 Tag. d. deutsch. Ges. f. Chir., Berlin, 
1927. 

Besides general causes there are also local causes 
for the development of pseudarthroses. To correct 
the latter in 3 cases, the author exposed the pseudar- 
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throsis, removed any possible local hindrances to 
cure, freshened the wound, and then performed an 
osteotomy upon the same bone at a distance. In 
this manner he obtained a wide contact surface for 
the fracture ends. In 1 of the 3 cases the fracture 
produced by the osteotomy was not entirely healed 
though the pseudarthrosis was corrected. In the 
other cases both areas were healed completely. 

In the discussion following this report, EGGERS 
(Rostock) dealt with the operative treatment of 
subcapital fractures of the neck of the femur. He 
had re-examined 7 cases, 6 of which had been 
operated upon in 1923 and 1 in 1924. In only 1 
case was there a pseudarthrosis. In the others the 
operation was performed early. In 3, the neck of 
the femur was placed in the acetabulum and a fairly 
good result was obtained. One patient was able to 
walk for half an hour but was still unable to put 
any great weight on the leg. The other patients, 
70-year-old women, are able to attend to all of their 
household duties, go up and down stairs, and dress 
and undress themselves. In all of these cases the 
roentgenogram shows secondary atrophy of the 
femoral neck, and in 2, the formation of a new, 
painless, and functioning joint between the remains 
of the neck and the upper edge of the acetabulum. 
In 4 cases the shaft was placed in the acetabulum. 
In 1 case it slipped out again and the result was 
therefore poor. To prevent this in the 3 other cases, 
the trochanter was chiseled off and affixed to the 
strongly abducted femur below its original site, and 
in 2 cases the acetabulum was broadened by the 
formation of a ridge according to the method of 
Koenig. In these cases the shaft remained in the 
acetabulum and the hip was capable of bearing 
weight. Motility was good in 2 cases and excellent 
int. Because of these results, the method employed 
today consists only in the insertion of the shaft 
with possibly the addition of transplantation of the 
trochanter and the formation of a ridge. 

Eggers also described briefly the Albee operation 
which gives good abduction, a firm insertion of the 
shaft, a negative Trendelenburg, and 90 per cent of 
normal mobility. 

According to the experience at the Rostock Clinic, 
middle-aged patients heal well in plaster casts. 
They are therefore treated conservatively. For 
older patients, Eggers advocates early operation 
since by this means the period of treatment may be 
materially reduced. 

DEUTSCHLAENDER (Hamburg) reported a success- 
ful operation which he performed 2 years ago 
according to the method of Koenig on an old 
pseudarthrosis in a 20-year-old girl. He extirpated 
the head of the femur, left one portion in the 
acetabulum, and resected and inserted the greater 
trochanter. 

Demet (Vienna) discussed the good results that 
may be obtained with Whitman’s plaster cast. This 
cast must be worn for 6 months. Eventually, 
apparatus may be employed also. In the von Eisels- 
berg Clinic every case is treated conservatively at 


first. Operations are the exception (marked pseudar- 
throses). 

ANSCHUETZ (Kiel) stated that he also prefers to 
put off operating until conservative procedures have 
failed. The treatment of old persons is still un- 
settled. An operative method that is very well 
adapted to elderly persons is resection of the head 
of the femur and insertion of the neck. Still better 
is transplantation of the trochanter. After the 
latter operation some stiffness of the joint must be 
expected, but the patient is able to walk fairly well. 

VOELCKER (Halle) reported a successful operation 
on a pseudarthrosis of the neck of the femur in a 
young person. He did not remove the head entirely, 
but used the remainder to form a new acetabulum in 
which he inserted a head constructed from the neck. 

HENSCHEN (Basel) stated that in 1 case he re- 
placed the head of the femur with the head of the 
fibula which he implanted with the upper portion 
of the fibula. The result 8 years after the operation 
is good. The head and the acetabulum have ac- 
commodated themselves to each other. For several 
years he has permitted the patient to wear a Hessing 
apparatus. 

Rauscu (Koenigsberg) discussed the fate of ivory 
implanted in the human body. Ivory has been 
used at the Koenigsberg Clinic for many years. 
Rausch’s studies were made in experiments on 
animals in which he implanted ivory in both soft 
tissues and bone. Jn the soft tissues a layer of 
granulation tissue was formed around it, and in 
the bone a narrow necrotic zone from which callus 
was formed later. A dog with an ivory implant in 
one extremity was able to stand on the leg after 5 
days, and after 7 days scarcely limped at all. The 
ivory does not begin to disappear from the body 
until after months or years. Rausch showed this by 
roentgenograms. Because of the hardness of the 
material, it is impossible to follow the microscopic 
changes, but experiments on animals and clinical 
experiences show that good healing and eventual 
replacement of the transplant occur. Ivory is 
particularly suitable for use as a peg. 

Koentc (Wuerzburg) also emphasized the value of 
ivory. It absorbs very slowly. It is particularly 
suitable for parts which will not be subjected to 
strain. Koenig has used it with success as a sub- 
stitute for the lower jaw and as a substitute for the 
humerus in sarcoma. STETTINER (Z). 


Cotton, F. J.: Artificial Impaction in Hip Fractures. 
Surg., Gynec. & Obst., 1927, xlv, 307. 

Cotton classifies fractures of the hip as: (1) extra- 
capsular fractures, not impacted, (2) intracapsular 
fractures impacted well, slightly, or not at all, and 
(3) epiphyseal separations. He does not discuss the 
third group. 

In fractures of the first group, bony union always 
results with usually a good prognosis if coxa vara is 
prevented. Cotton recommends for this class of case 
treatment by traction of from 1o to 20 lb. with the 
leg in about 25 degrees of abduction for from 6 to 8 
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weeks. Walking may be allowed after from 10 to 12 
weeks, and return to work after from 18 to 20 weeks. 

The intracapsular or high fractures of the neck of 
the femur are those which result in loose joints and 
for which artificial impaction is suggested. They are 
much more common in females than in males and 
usually occur in the aged as the result of lateral 
falls on the buttocks. Cotton has found that under 
the usual routine treatment only fractures impacted 
by the fall have good union. The others he treats 
as follows: 

As soon as possible after the shock of the injury 
has subsided the patient is anesthetized, and while 
one operator makes traction on the leg with the 
stockinged heel in the patient’s crotch and another 
steadies the pelvis, the leg is drawn down to the 
proper length, abducted moderately and rotated 
inwardly. The surgeon then strikes the padded 


trochanter several “following” blows with a heavy 
wooden mallet. Imnpaction results when the leg is 
felt to “‘give’”’ and remains in position without ro- 
tating externally. A double plaster spica with a 
cross-bar is then applied for from 10 to 12 weeks, 
This is followed by a Thomas caliper splint. When the 
X-ray shows marked bone absorption, diathermy is 
often beneficial. The length of time the ambulatory 
splint is worn is determined by bony union as 
checked with the X-ray. 

Poor or doubtful impactions are broken up and 
artificially re-impacted. If this is done and fixation. 
is satisfactory, bony union and a useful limb will 
usually be obtained. So far, spiking followed by 
early motion has not been entirely successful, but 
how its end-results will compare with those of the 
described method cf artificial impaction is as yet 
unknown. Cuester C. Guy, M D. 
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BLOOD VESSELS 


Villechaise and Mouchet: Aneurism of the Ex- 
terna: Iliac Artery with Rapid Development; 
Extirpation of the Sac After High Ligation of 
the Artery; Late Functional Results (Anévrisme 
de l’artére iliaque externe 4 évolution rapide; ex- 
tirpation du sac aprés ligature haute de l’artére; 
résultats fonctionnels tardifs). Bull. et mém. Soc. 
nat. de chir., 1927, liii, 708. 

In July, 1920, a man aged 38 years, with no 
history of accident, developed a small aneurismal 
swelling in the left crural region. This was associated 
with pain in the left leg radiating in the distribution 
of the crural nerve. In August, the pain required 
the administration of morphine and the swelling 
above the crural arch was the size of a large nut. 
Eight days later the aneurism was the size of an 
orange and threatened to rupture (redness of the 
skin with a black center the size of a 5-franc piece). 
The expansile pulsation was less marked than at 
first. The patient was in poor condition from 
emaciation, semi-stupor, fever, and intense sufier- 
ing. 

The Wassermann reaction was proved to be con- 
stantly negative. 

At operation performed through a low midline 
incision in the abdomen the external iliac artery was 
ligated near its origin. At a second operation 
through a curved incision over the crural arch a 
formidible haemorrhage occurred and necessitated 
packing. The peritoneum was stripped back and 
ligatures were placed on the external iliac artery 
above and below the sac and on the femoral artery 
and vein. The sac was then laboriously extirpated 
and the skin closed around a drain. 

The postoperative course was associated with 
pain and considerable immediate shock. The 
aneurismal cavity suppurated and infected the 
laparotomy sutures, which broke down. The tem- 
perature remained elevated for many days. The 
left lower limb was cold for 48 hours, but gradually 
returned to normal. 

The patient left the hospital 5 weeks after the 
operation. Examination 6 months later showed 
slight feebleness of the left limb, but this had not 
interrupted the patient’s work. Six years after the 
operation the functional result was satisfactory. At 
his work, the patient walked and stood all day. 
There was no intermittent claudication, but ascend- 
ing high stairs very rapidly caused fatigue more 
quickly on the side operated upon than on the other 
side, especially in the anterolateral group of muscles. 
The tendon and muscle reflexes on the two sides were 
equal. The dorsalis pedis and popliteal pulses were 
felt distinctly, but had less force than on the normal 
side. The arterial pulse could be palpated at the 


apex, but was not visible at the base of Scarpa’s 
triangle. 

In spite of the good functional result, the blood 
pressure showed distinct vascular insufficiency. De- 
terminations of the pressure in the leg in the standing 
position were interfered with by trembling of the 
legs. The patient had hypertension and aortic in- 
sufficiency with aortic dilatation. There was no 
trophic disturbance or appreciable cedema, but the 
left leg was 1 cm. and the left thigh 2 cm. larger in 
circumference than the right. 

Watter C. Burket, M.D. 


Nicholson, B. B.: Varicose Veins: Etiology and 
Treatment; a Clinical and Histological Study. 
Arch. Surg., 1927, XV, 351. 


Nicholson reviews 112 cases of varicose veins. 
Seventy of the patients were males. The cases were 
unselected, but care was taken not to include any 
with a history of deep circulatory disturbances as 
Nicholson believes that the latter are of an entirely 
different nature. In the cases which he classifies 
as idiopathic the varices were almost invariably 
over the inner aspect of the calf, corresponding to 
the distribution of the tributaries of the great 
saphenous vein. 

Fifty-five per cent of the patients gave a definite 
family history. Forty-five per cent gave either no 
history or a negative one. Nicholson feels confident 
that heredity is an important factor. Pregnancy 
plays only a secondary part. Sixty-nine per cent of 
the patients developed the condition between the 
ages of 18 and 30 years. Both legs were about 
equally affected. The effect of cardiorespiratory 
disturbances is questionable. 

Histologically there is a great variation. In the 
same section may be seen a greatly thickened area 
adjacent to an area thinned out to a mere membrane. 
Grossly, there is a pair of valves in the external 
iliac vein about 3 cm. below the saphenous opening 
and another pair guarding the opening. Below the 
opening in the saphenous vein, a pair of valves 
guards the orifices of the entering branches. The 
valves do not help support the column of blood, 
but aid in directing the flow. Investigation into 
the possibility of a trophic disturbance revealed 
that the nerve fibers appear the same as in healthy 
veins. 

The treatment is prophylactic, supportive, or 
surgical. When the condition is in the early stages 
and the involvement of the veins is slight, the treat- 
ment should be directed toward preventing further 
damage by favoring the legs by posture, forbidding 
strenuous exercise, and applying elastic support. 
The more advanced cases are best treated by surgical 
measures, but great care is necessary in their selection. 
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The usual and most generally accepted procedure 
is excision after the course of the veins has 
been marked with dye. It is best to excise a 
considerable portion of the saphenous vein above the 
knee. 

For cases with ulcers, Smits advocates stretching 
or teasing of the internal saphenous, external popli- 
teal, external saphenous, or sciatic nerve. If the 
ulcer is large, he either curettes it or does an excision 
followed by skin grafting. Keller has described a 
method of obliterating the lumen of the varix with 
a continuous silk suture applied subcutaneously 


in order to prevent scar formation. Another method ' 


is the injection of the lumen with some substance 
that produces a thrombus which subsequently 
organizes. Douthwaite used this method for 2 years, 
apparently with complete success. He injected a 
solution of quinine hydrochloride, urethane, and 
distilled water. Sodium salicylate, mercury per- 
chloride, and other substances have been employed 
for the same purpose. Cuester L. Crean, M.D. 


Meisen, V.: Injection Treatment of Varicose Veins 
and Their Sequelz on the Basis of 500 Treated 
Cases. Acta chirurg. Scand., 1927, \xii, 17. 


The chief purpose of this article was to point out 
the close topographical relation between varices 
and their complications, ulcus cruris and eczema 
chronica cruris. 

Five hundred patients received 2,224 injections. 
Three hundred and seventy of the patients were 
women. In 55 cases there was a history of phlebitis, 
a condition of great importance in the prognosis. 
In 40 cases the varices were complicated by chronic 
eczema of from 1 to 10 years’ standing, and in 135 
cases with an ulcer of from 6 months to 4o years’ 
standing. In 53 cases the ulcer had persisted for less 
than a year; in 57 cases, for from 1 to 10 years; in 13. 
for from ro to 20 years; in 8, for from 20 to 30 years; 
and in 4, for from 30 to 40 years. 

The principal indication for the treatment of 
ulcer is pain. In all of the cases reviewed except 2 
the ulcer was healed at the time the patient left the 
hospital. One of the 2 ulcers that were not healed 
at the time of the patient’s discharge was on the 
back of the calf and the other was a small ulcer on 
the internal aspect of the foot. A temporary recur- 
rence of the ulcer developed in only a few isolated 
cases. 

Frequently, varices are concealed by their com- 
plications. They become visible only when the 
cedema and swelling have subsided, or are found 
only on careful palpation with the patient in the 
standing position resting on the leg that is being 
examined. 

The venous pressure was increased in the varices, 
but no relation between the venous pressure and the 
extension of the complication was manifested. 

The etiological importance of working in the 
standing position was evident from the patients’ 
occupations and the extremely frequent co-existence 
of pes valgus. 
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In the 500 cases there were 14 recurrences after 
operation. In 150 additional cases, there were 12 
recurrences. The relapses indicate that the blood 
from the deeper veins was forced out through the 
anastomoses. Injection treatment is far superior to 
operative treatment because it obliterates the veins 
in which the blood is stagnating. 

Experiments carried out on animals showed that 
cocci circulating in the blood do not infect the 
thrombi. 

Necroses are milder complications occurring 
during the treatment. These may give rise to 
phlegmons. They may be avoided by careful 
technique. Besides 3 cases of phlegmons there were 
2 cases of infarction after the injections of from 20 
to 25 c.cm. (maximal dose per injection not to 
exceed 10 c.cm.), 2 cases in which phlebitis devel- 
oped, and 1 case of hemorrhage. The incidence of 
complications was 1.6 per cent. The treatment 
caused no deaths or lasting disability. 

During the last 4 months, when a new technique 
and a new injection fluid were used, there were no 
complications whatever. 

In 35 cases of hemorrhoids the method gave ex- 
cellent results, but a small fissure developed in 2 
cases and a small fistula in 1. The fistula was op- 
erated upon under novocain anesthesia. 


Berntsen, A.: Varices of the Leg Especially from 
the Point of View of Etiology and Surgical 
Treatment. Acta chirurg. Scand., 1927, \xii, 61. 


The author discusses the etiology of varices and 
the results of their surgical treatment. The etiology 
has been studied by investigations on cadavers, 
clinical examinations of patients with varicose veins 
in different stages, and microscopic examination 
of the walls of normal and varicose veins. The. 
article is summarized as follows: 

1. In agreement with the findings of earlier 
investigations, these studies have confirmed: (1) 
the importance of heredity, (2) the greater frequency 
of varices in women, and (3) the occurrence of vari- 
ces as a rule before the age of 30 years. 

2. In the majority of cases varices are found in 
both legs. 

3. Varices are of 4 types: (1) the isolated saccular 
varix, (2) the tortuous varix, (3) the solitary, di- 
lated, and hypertrophied but otherwise normal 
piece of vein interposed between the true varices, 
and (4) fine cutaneous dilatations. 

4. The different phases of Trendelenburg’s 
phenomenon are elucidated. The signs used to 
designate them are: O, +, +, ++. 

5. In early varices, Trendelenburg’ s phenomenon 
is O; in insufficiency of the valves above in the 
vena saphena magna, +; in insufficiency of valves 
in the anastomotic branches to the deep veins, +; 
and in insufficiency in the valves in both places + +. 

6. The inconstant localization of the varices has 
been verified by clinical examinations and by dis- 
sections of cadavers. The cause of the condition 


is to be looked for in the wall of the vein itself. 
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7. Varix formation has been found to be due to 
atrophy of the muscular fibers in the media while 
the elastic tissue in the earlier stages attempts to 
stave off the dilatation by undergoing hypertrophy. 

8. The best operative results are obtained from 
extensive extirpation of the varices, probably be- 
cause in this procedure an abnormal inflow through 
incompetent valves and anastomotic branches to 
the deep veins is prevented. 

9. It is definitely advisable to operate before the 
condition becomes advanced. Good results may be 
obtained even in the cases of comparatively old 
patients. 

to. A disadvantage of operative treatment is the 
risk of embolism. In 376 patients, embolism oc- 
curred in 7.2 per cent. It proved fatal in 0.7 per 
cent of the cases. 


Allen, E.V., and Brown, G. E.: Erroneous Diagnosis 
of Raynaud’s Disease in Obliterative Vascular 
Disease (Thrombo-Angiitis Obliterans). I. 
Vasomotor Disturbances Simulating Raynaud’s 
Disease. II. Thrombo-Angiitis Obliterans of 
the Lower Extremities with Pulsating Pedal 
Arteries. Am. J. M. Sc., 1927, clxxiv, 319, 329. 


Vascular diseases of the extremities may be di- 
vided into two groups, the organic or obliterative 
and the vasomotor or functional. Thrombo-angiitis 
obliterans and arteriosclerotic disease fall into the 
first group, and Raynaud’s disease and erythrome- 
lalgia into the second. Raynaud’s disease is errone- 
ously diagnosed in many cases of thrombo-angiitis 
obliterans. In the usual case of thrombo-angiitis 
obliterans this is inexcusable as the condition is 
characterized by absence or decrease of arterial 
pulsation, excessive rubor on dependence, abnormal 
pallor on elevation, and symptoms of arterial occlu- 
sion such as excessive fatigue or the pain of claudi- 
cation in single digits, the arch of the foot, the ankle, 
or the calf.. Only males are affected and recurrent 
superficial phlebitis occurs in 40 per cent of the 
cases. In Raynaud’s disease, which occurs almost 
exclusively in females, none of these symptoms or 
physical changes is found. 

Two types of cases cause difficulty in diagnosis. 
The first is the case in which vasomotor disturbances 
of the Raynaud type occur as the outstanding clini- 
cal manifestation of vascular disease. These are 
usually one- or two-stage vasospastic phenomena 
such as excessive pallor after exposure to cold 
followed by a return to the normal color, or excessive 
palior followed by excessive rubor and a return to the 
normal color. Microscopic examination shows them 
to be due to changes in tone of the capillary and 
the entering arteriole. In 30 per cent of all cases 
of thrombo-angiitis obliterans these Raynaud-like 
phenomena are present to some degree, but close 
questioning and careful examination will reveal 
evidence of obstructive arterial disease and the 
diagnosis can be proved by pathological studies. 

The second type of case of thrombo-angiitis ob- 
literans which is often incorrectly diagnosed as 


Raynaud’s disease is that in which the obliterative 
lesion and gangrenous changes are confined to the 
toes and there are normal pulsations in the pedal 
arteries. The onset in these cases is sudden with 
spontaneous pain and pallor in one or more toes. 
The pallor is gradually replaced by cyanosis which 
becomes progressively deeper. Pain is severe and 
amputation is necessary. In such cases the usual 
evidence of obstructive arterial disease is lacking, 
the arteries pulsate normally, there is no excessive 
fatigue or pain of claudication in the arch or calf, 
and there are no color changes on change of posture 
except in the affected toes. Further confusion is 
caused by the occurrence of Raynaud-like phenom- 
ena in these toes. Embolism must be excluded. In 
Raynaud’s disease, however, color changes result- 
ing from thermal or psychic insults are present long 
before gangrene occurs; they are symmetrical and 
involve all of the toes. The reaction is complete— 
pallor, cyanosis, and rubor. The condition occurs 
almost exclusively in females, and superficial phle- 
bitis is never present. In thrombo-angiitis obliterans 
of this type, vasomotor color changes occur coinci- 
dentally with arterial obstruction. As a rule only 
one or two toes are affected. The vasomotor reac- 
tions are incomplete; that is, pallor to normal or 
pallor to rubor to normal on exposure to cold. Only 
males are affected. Pallor is present on elevation, 
and superficial phlebitis occasionally occurs. Patho- 
logical examination of the toes shows arterial oblit- 
eration. 

The differential diagnosis of these groups is 
essential for rational treatment. Lumbar ganglio- 
nectomy is curative in Raynaud’s disease and of 
restricted value in selected cases of thrombo- 
angiitis obliterans. 


Stulz, E., and Stricker, P.: Eight Cases of Supra- 
renalectomy in Juvenile Endarteritis Oblit- 
erans and Buerger’s Disease (Huit observations 
de surrénalectomie dans l’endartérite oblitérante 
juvénile et dans la maladie de Buerger). Rev. de 
chir., 1927, xlvi, 196. 

Suprarenalectomy was first recommended for 
arterial gangrene by Oppel in 1921 on the assump- 
tion that the condition is due to hyperfunction of 
the suprarenal glands. The authors review 8 cases 
in which the operation was performed. Five were 
cases of the obliterating thrombo-angiitis described 
by Buerger. Case 6 was probably not one of 
Buerger’s disease as the arteries were not obliterated; 
it seemed to be an arterial condition caused by 
trauma. Case 5, that of a woman, seemed to be an 
atypical case of Buerger’s disease; this condition is 
very rarein women. Most of the patients were in the 
advanced stage of the disease with manifest gan- 
grene. In 1 case, amputation of the toe was neces- 
sary. The degree of obliteration of the chief artery 
and the degree of peripheral gangrene did not seem 
to run parallel. In 2 cases with considerable cir- 
culation in the femoral artery there was severe 
gangrene, whereas in 1 case in which the femoral 
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artery was completely obliterated the gangrene was 
less marked. 

Histological examination of the vessels showed 
organized thromboses rather than endarteritis. Two 
stages were noted. In the first, the vessels were 
obliterated but the walls were not changed, and in 
the second the muscular and elastic tissues were 
being dissociated by the penetration of vascular 
connective tissue which connected the thrombus and 
the adventitia. The authors did not find the 
purulent foci of polynuclear and giant cells in the 
peripheral part of the thrombi which Buerger con- 
siders specific for his disease. 

Histological examination of the suprarenal glands 
did not show anything definite, and blood examina- 
tion did not always show a marked change as a re- 
sult of the suprarenalectomy. In 3 cases, however, 
there was a considerable decrease in the blood 
platelets, and in 2 a marked decrease in the coagula- 
bility. The bleeding time was not changed. Viscos- 
ity was determined in 2 cases. In 1 of them it 
was still high 10 months after the suprarenalectomy. 
In the other it was 12.8 instead of 4.5, which is 
normal, but after infusion of Ringer’s solution it 
decreased to 8. Several days after the operation 
it was still 8. The suprarenalectomy did affect 
cholesteremia and caused little or no decrease of 
glycemia. 

Extirpation of the left suprarenal capsule by the 
extraperitoneal route is not a dangerous operation. 
In the cases reviewed there was no mortality. The 
authors believe that the operation is indicated in 
Buerger’s disease because in some cases it stops the 
progress of the condition and it almost always re- 
sults in local and general improvement. In 3 cases 
this improvement lasted for several months, and in 
1 case for more than a year. In 1 case, however, 
amputation of the other leg was necessary 7 months 
after almost complete cure, and in 2 others, amputa- 
tion was required soon after the suprarenalectomy. 
The latter, however, were in an advanced stage of 
the condition. 

On the whole, the results were good enough to 
justify further employment of the operation. 

Avuprey G. Morcan, M.D. 


Neill, T. E.: Ligation of the Femoral Artery Below 
the Origin of the Profunda Femoris in the 
Treatment of Obliterative Endarteritis of the 
Leg. Ann. Surg., 1927, |xxxvi, 425. 


In obliterative endarteritis the breaking down of 
the inner coat of the distal arterioles and infiltration 
with connective tissue gradually close the lumina of 
the vessels. Whether death of the part or healing 
takes place depends upon the collateral circulation. 
Ligation of the femoral artery below the origin of 
the profunda femoris is intended to stimulate the 
development of the collateral circulation. 

The author reports the case of a man 59 years of 
age who had suffered pain of a spasmodic nature in 
the calves of the legs for three or four years. Two 
weeks previous to his admission to the hospital he 


had an attack of severe pain in the left foot, and small 
water blisters appeared about the great toe. The 
toes then became purple and necrosis of the distal 
phalanges ensued. There was considerable arterio- 
sclerosis. The blood pressure and the blood sugar 
were normal, and the Wassermann reaction was 
negative. There was faint pulsation in the posterior 
tibial arteries but none in the dorsalis pedis. 

Ligation of the femoral artery was performed just 
proximal to Hunter’s canal. Steady improvement 
in the circulation resulted with subsidence of the 
gangrene. The patient became able to be up and 
about, but death occurred suddenly from what 
seemed to be pulmonary embolism. 

The extent of the healing is shown by photographs 
of the foot, and the extent of the collateral circu- 
lation by roentgenograms of the injected vessels. 

J. Picxetr, M.D. 


BLOOD; TRANSFUSION 


Sidbury, J. B.: Transfusion in Childhood. J. Am. 
M. Ass., 1927, 1xxxix, 855. 


The author believes it absolutely necessary to 
cross-match the blood before every transfusion with 
fresh serum and cells of blood obtained the day of the 
transfusion. He used the Unger method in prac- 
tically all of his cases, but believes that the method 
most familiar to the operator should be chosen. In 
infants, the median basilic vein at the bend of the 
elbow or the saphenous vein over the internal 
malleolus are the veins of choice. If possible, Sid- 
bury avoids cutting down on the vein. 

Table 1 shows the number of transfusions by years 
in the period from 1917 to April, 1927, inclusive, the 
number and percentage incidence of reactions, the 
results obtained, and the methods of transfusion 
employed: 


TABLE I.—SUMMARY OF CASES 


Sf. Transfusions 
: Unimproved 


Unger method. ...... 
Citrate method 
Intraperitoneal 
Superior longitudinal 


of cases treated, and the results obtained: 
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TABLE II.—DIAGNOSIS IN CASES TREATED nig A draws the following conclusions: 
Transfusion is a most valuable therapeutic 
enamel in infancy and childhood. 

2. Cross- matching before each transfusion with 
fresh specimens of blood is the only safe method of 
blood-matching. 

3. The blood should be cross-matched regardless 
of the patient’s age. 

4. For patients who have been given transfusions 
with incompatible blood, exsanguination transfusion 


Cases 
Transfusions 
Benefited 


Diagnosis 
Hemorrhagic disease of newborn. .. 
Purpura hemorrhagica 
Acute lymphatic leukemia 
Hodgkin’s and Banti’s diseases 
Hemophilia 
Primary anemia of infancy 
is indicated. 

Congenital (hoe ony boanagal 5. Too little emphasis is placed on hemolysis in 


Septic ialectione 6. The indications for transfusion are increased 
Leber pasumonis (toxic) as more is learned of the effects of blood in disease. 
repsia 
Athrepsia with parenteral infection 7. Severe toxemias such as are seen in severe 
254 burns, erysipelas, acute intestinal intoxication, toxic 
Acute intestinal intoxication. ee on pneumonia, septicemia, infectious diarrhoea, and 
Influenza acidosis carbon monoxide poisoning are greatly benefited by 
lover exsanguination transfusion. 
Ceeliac disease. ‘ 8. Respiratory infections of long standing are 
greatly benefited and their course is shortened by 
Congenital syphilis ok ws the administration of one or more transfusions. 
ee ee 9. Malnourished patients with secondary anemia 
Esophageal stricture and anhy- begin to gain weight after a transfusion even if no 
+: +: change is made in their diet. 
556 71 281 83 Emit C. RopitrsHexk, M.D. 
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SURGICAL TECHNIQUE 


ANZSTHESIA 


Schmidt, H.: Nitrous Oxide Anesthesia in Ger- 
many (Ueber die Stickoxydulnarkose in Deutsch- 
land). 52 Tag. d. deutsch. Ges. f. Chir., Berlin, 1927. 


In Germany there is still some hesitation in the 
acceptance of nitrous oxide for the induction of 
anesthesia, whereas in the United States it is being 
employed with increasing frequency. There are sta- 
tistics on more than a million nitrous oxide anzs- 
thesias without a single death. The advantages of 
nitrous oxide are that it has only a slight toxicity, 
its use is rarely followed by postoperative complica- 
tions, it does not cause disturbances of the interme- 
diate metabolic processes such as occur in ether 
anesthesia, it does not cause a fall in the blood 
pressure, it induces narcosis quickly, and the anes- 
thesia is followed by quick recovery of consciousness. 
The danger of the use of nitrous oxide lies in the 
cyanosis that develops in deep narcosis, the pre- 
vention of which is a matter of technique in the 
induction of the anesthesia. Nitrous oxide is not 


suitable for every case. It is unsuited particularly 
for prolonged anesthesia. In positive pressure nar- 
cosis, in conjunction with oxygen (Draeger appara- 
tus), it was found satisfactory in 2,000 cases. As 
the gas is now produced by the I. G. Dye Works, 
Germany is no longer dependent upon America for 


it and it is cheaper. 

In the discussion of this report, Hesse (Leipzig) 
reviewed the good results obtained with nitrous oxide 
anesthesia in the Leipzig Surgical Clinic. He em- 
phasized the absence of a fall in the blood pressure, 
the relatively slight postoperative vomiting, and the 
fact, not to be underrated, that the patient finds the 
anesthetic less disagreeable than others. 

Bort (Koenigsberg) recommended the ether ap- 
paratus of Ombrédanne which he has used for three 
years. It consists of a metal globe with an attached 
mouthpiece. From 50 to 100 gm. of ether are poured 
in at one time. As a rule, deep anesthesia results 
after five minutes. The technique is very simple, 
the apparatus being therefore particularly suitable 
for the general practitioner. A further advantage in 
its use is the absence of an excitation stage and of 
postnarcotic disturbances. In the three years in 
which Boit has employed it there were only two 
cases of pneumonia. Boit attributes the good effect 
to the rebreathing of the expired air charged with 
carbon dioxide. By this admixture of carbon dioxide 
the depth of respiration is increased and disturbances 
during anesthesia and following operation are pre- 
vented. 

Gauss (Wuerzburg) stated that not all American 
statistics are so good as those cited by Schmidt. He 
referred to statistics showing three deaths in 2,500 
cases of nitrous oxide anesthesia. Even less favor- 


able reports have been made. The disadvantages of 
nitrous oxide are that it is not suitable for prolonged 
narcosis, and during deep anesthesia it causes cya- 
nosis. Therefore it is necessary either to avoid deep 
narcosis or run the risk of cyanosis. Gauss prefers 
narcylen anesthesia. The danger of the explosion 
of narcylen has been overcome by new apparatus. 
The effort must now be made further to improve the 
technique of its administration. 

Martin (Berlin) reviewed 16,843 ether anezs- 
thesias induced at the Berlin Surgical Clinic by the 
drop method with the Schimmelbusch mask after 
the injection of 1 c.cm. of holoponatropine solution. 
In this series there were no deaths or late injuries 
attributable to the anesthetic. Any new anesthetic 
must therefore be as safe as ether and possess also 
additional advantages. 

ZAAIJER (Leiden) welcomed the introduction of 
nitrous oxide anesthesia into Germany. If nitrous 
oxide is, as he believes, better than other anes- 
thetics, it will soon establish itself. He regards it as 
incorrect to allow the patient to become cyanotic. 
When the proper technique is used, cyanosis can be 
prevented even in deep anesthesia. The use of ni- 
trous oxide is perhaps somewhat more difficult in 
gynecological operations. In these, rectal ether nar- 
cosis is better. Zaaijer prefers nitrous oxide for 
goiter operations and for surgery of the lungs and 
chest (positive pressure). It is suitable also for chil- 
dren. If the anesthesia is not deep enough, a little 
ether may be used. 

FINSTERER (Vienna) stated that he learned to use 
and value nitrous oxide in America. For extensive 
operations, American surgeons use ether in addition, 
and completely block off the operative field by novo- 
caine anesthesia. When the proper precautions are 
taken, nitrous oxide anesthesia is not only entirely 
safe, but without any injurious after-effects on the 
liver, brain, and kidneys such as are produced by 
ether. Local anesthesia and nitrous oxide anesthesia 
should be used to supplement each other. Pain is 
prevented chiefly by the local anesthesia. Finsterer 
reviewed thirty-two gastric resections performed in 
America, in which nitrous oxide was used during the 
separation of adhesions and during the induction of 
splanchnic anesthesia and the resection itself was 
done under local anesthesia without narcosis (anxs- 
thesia of the abdominal wall from the lateral border 
of the rectus to cause relaxation). He emphasized 
the advantages of nitrous oxide anesthesia over 
ether anesthesia and sees in its combination with 
carefully induced local anesthesia of the abdominal 
wall and mesentery the safest type of anesthesia 
known to date. 

In conclusion, Scumipt cited the favorable sta- 
tistics of Mayo, and stated that he does not favor 
narcylen anesthesia. STETTINER (Z). 
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ROENTGENOLOGY 


Bordier, H.: The Value of Diathermy in the Treat- 
ment of Roentgen Ulcerations (Ulcérations de 
roentgen; efficacité de la diathermie). Acta radiol., 
1927, Viii, 189. 

Bordier reports a case in which roentgen ulcera- 
tions on the lower part of the abdomen accompanied 
by severe local pain and impairment of the general 
condition developed a few months after roentgen 
irradiation for a uterine fibroid. He gave the patient 
diathermy treatment for 6 weeks—daily applica- 
tions with 10 by 12 cm. electrodes over each iliac 
fossa, 1,000 ma. during a period of 20 minutes. To 
this were added emanations with a vacuum electrode 
and carbolic oil dressings. Complete healing resulted 
after 4 months. 


RADIUM 


Russ, S., and Scott, G. M.: The Action of Radon 
“Seeds” on Tumor and Liver Cells of the Rat. 
Brit. J. Radiol., 1927, xxxii, 239. 


The experiments here reported were performed on 
normal rat livers and Jensen’s rat sarcomata. The 
radon seeds were left in place for varying periods of 
time and sections were made immediately after 
their removal or forty-eight hours later. 


Because of the difficulty of measurement and the 
rapid growth of the sarcoma, a parallelism between 
the liver changes and the sarcoma changes was 
inferred or approximated rather than proved. 

The description of the experiments is supplemented 
by photomicrographs and curves. The following 
conclusions are drawn: 

When radon seeds are introduced into tumors and 
livers of rats, limited areas of destruction result. 
The extent of the damage depends much more on 
the amount of energy absorbed than on the inten- 
sity of the radiation. The cells surrounding the 
blood vessels appear to be protected to some extent 
from the damaging effects of the radiation. 

A. James Larkin, M.D. 


MISCELLANEOUS 


Mayer, E.: The Fundamentals and the Clinical 
Aspects of Light Treatment, with Especial 
Relation to Tuberculosis. J. Am. M. Ass., 1927, 
Ixxxix, 361. 


Mayer discusses the physical characteristics of 
light, its photobiological effects, sunlight versus 
carbon arc and quartz mercury vapor light, the 
development of pigment in response to light ther- 
apy, dosage, the technique of exposures, and the 
clinical results obtained with light therapy in 
tuberculosis. 


He says that the indications for the therapeutic 
use of the various sources of light are still inexact 
and that the dosage of light cannot be fixed. The 
sources of light and the persons irradiated vary too 
greatly to allow any generalizations. The chief 
guides in light therapy are the signs and symptoms 
and skin reactions developing in response to the 
exposures. 

The selection of a form of light therapy in tuber- 
culosis may depend on the state of activity or the 
form of the disease. In febrile advanced cases it may 
be best to avoid the use of heat rays. In most forms 
of progressive acute tuberculosis, except those of the 
intestines, light therapy is probably not indicated. 
In any form of tuberculosis, light is used merely as 
an adjuvant and should be combined with rest, 
good food, and hygienic outdoor life. 

In the author’s cases the most favorable response 
to solar exposure has been obtained in the so-called 
pretuberculosis of children and in tuberculosis of the 
lymph nodes, pleura, bones and joints, peritoneum, 
and intestines. The best results from the use of the 
carbon arc have been obtained in cutaneous, bone 
and joint, lymph-node, peritoneal, and ocular 
tuberculosis. With the use of the quartz mercury 
vapor light, the most favorable response has occurred 
in tuberculosis of the intestines, ‘‘ hilum-glandular”’ 
or so-called hidden tuberculosis, and cutaneous, 
pharyngeal, laryngeal, ocular, lymph-node, and 
peritoneal tuberculosis. 

In pulmonary tuberculosis, artificial sources of 
light are not important therapeutic aids. 

Joun S. Coutter, M.D. 


Dore, E., Oddy, H. M., Eidinow, A., Gauvain, Sir 
H., and Others: Discussion on the Uses and 
Limitations of Ultraviolet Light Therapy. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1517. 


Dore called attention to the injurious effects of 
light, citing as pathological conditions associated 
with constant or excessive exposure to the rays of the 
sun, solar dermatitis, hydroa exstivale, xeroderma 
pigmentosum, and senile keratosis. Mention is 
made also of erythema ab igne which is due to the 
heat and infrared rays at the opposite end of the 
spectrum. Mechanical dangers in light therapy are 
the breakage of quartz burners, burns from splutter- 
ing electrodes, the risk of electric shock, especially 
when lamps are installed in bathrooms, ‘deleterious 
effects on the eyes, burns from excessive exposures, 
debility and depression produced by too frequent 
or too lengthy applications, and the possibility of 
lighting up a general tuberculosis or aggravating a 
febrile disease. 

Oppy said that children react more easily and 
quickly to light than adults. The important signs of 
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overdosage are increased irritability, insomnia, and 
persistent loss of weight or failure to gain weight. 
Light therapy is indicated in surgical tuberculosis— 
especially tuberculous peritonitis and glandular 
tuberculosis—unless there is active disease of the 
lung. Cases of tuberculosis of the bones and joints 
progress better under light therapy than cases of 
peritoneal and glandular tuberculosis. Peritonitis 
with effusion is less favorably influenced than the 
dry forms. 

Erp1now stated that tests in vitro have shown that 
light increases the bactericidal properties of whole 
blood. The cause has not been determined. 


GAUVAIN regards sun treatment as the best form 
of radiation in surgical tuberculosis. He emphasized 
the importance of pigmentation of the skin as an 
indicator of the patient’s response to the treatment. 

SEQUEIRA said that in his clinic Campbell has 
noted no change in the metabolism produced solely 
by the general light bath. In the London Hospital 
clinic it has been found that light baths do not pre- 
vent the onset of acute specific fevers, but are of 
great benefit in post-febrile debility. 

ROXBURGH stated that general light baths may 
light up unsuspected phthisis. Two cases in whick 
this occurred were cited. Jonn S. Coutrer, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
“LOGICAL CONDITIONS 


Stone, W. S., and Craver, L. F.: The Colloidal Lead 
Treatment of Malignant Neoplasms. Aun. 
Surg., 1927, \xxxvi, 347. 


The authors report on the treatment of 21 cases of 
malignant tumors by intravenous injections of 
colloidal lead. Seven of the tumors were mammary 
carcinomata, 5 were bone tumors, and the remainder 
were carcinomata of the rectum, retroperitoneal 
tumors, ang osarcomata, and metastatic (testicular?) 
tumors. The selection of the cases was made en- 
tirely from the standpoint of the patient’s safety. 
Tumors favorable for surgery or radiation and cases 
in the final weeks of the disease or with marked 
anemia were excluded. 

The solution used differed from that employed 
by Bell in being less concentrated and more stable 
and, except in the first injection, containing no 
gelatine. The authors recommend a dose not exceed- 
ing 90 mgm. of lead. They attempted to use amounts 
which would not produce a severe reaction. The in- 
terval between injections was determined largely 
by recovery from the anemia following the previous 
injection. 

Signs of lead toxicity followed all 56 injections, 
but were severe in only 4 instances. One alarming 
immediate reaction following a small dose was 
attributed to the gelatine which was used in that 
injection. The gelatine was thereafter omitted. 
During the first 36 hours, 3 severe reactions occurred. 
Two were characterized by hematuria and jaundice. 
Two of those with dyspnoea and a rapid pulse were 
associated with pleural effusion from metastatic 
mammary cancer. Sharp brief reactions with vomit 
ing, a rapid pulse, and prostration occurred 5 times. 
In practically all of the other cases the reactions were 
mild. None of the reactions was fatal. Except for 
occasional vomiting, cramps, and transient jaundice, 
recovery was always rapid and complete. No se- 
rious injury to the liver or kidneys was observed. 
Destruction of red cells constituted the chief 
difficulty. The average loss was 977,000 cells. 

Regressive changes were observed in 8 cases. 
Four cases of mammary carcinoma showed appre- 
ciable regressions which in 2 instances might be 
designated as temporary cures. 

Lead appears particularly favorable in mammary 
cancer with bone metastases. In malignant osteo- 
genic sarcoma, lead with radiation seems to offer a 
valuable treatment. The use of radiation in these 
cases may appear to invalidate the results, but 
analysis of the cases shows that most of the tumors 
were radio-resistant and showed more marked re- 
gression than occurs following radiation alone. 
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The authors have no theory as to how the lead 
produces the changes in the tumors, but believe that 
failure in a case of chorio-epithelioma does not point 
to selectivity for trophoblastic cells. Lead alone or 
with radiation appears to produce sufficient re- 
gression in some tumors partly to confirm Bell’s 
result, but lead does not seem to offer a cure for 
malignant neoplasms. Burton Crark, Jr., M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Brun, R. G.: The Respective Value of Certain 
Clinical Signs and Certain Laboratory Exam- 
inations in the Diagnosis of Echinococcosis, 
According to the Findings in 250 Cases Treated 
Surgically (De la valeur respective de certains 
signes cliniques et de certains examens de laboratoire 
dans le diagnostic de l’échinococcose d’aprés 250 
cas opérés). Bull. et mém. Soc. nat. de chir., 1927, 
liii, 488. 

From the 250 cases of echinococcus cyst upon 
which he has operated in Tunis the author con- 
cludes that the findings of laboratory examination 
are of practically no value. They do not become 
positive until the cyst is so large that it can readily 
be diagnosed clinically. The natives of Tunis do not 
come for treatment of these cysts until they dis- 
turb them on account of their size, and Brun has 
been surprised to find how well they are borne. 

The hydatid fremitus described by Dieulafoy as 
pathognomonic of hydatid cyst was noted only in 2 
of Brun’s 250 cases. Chauffard’s sign of trans- 
abdominal or transabdominothoracic ballottement 
was never found at all. The diagnosis was based on 
the presence of a round, elastic, sometimes fluctuat- 
ing tumor and the disproportion between so large a 
growth and the slight functional and general signs. 
In 95 per cent of cases of echinococcus cyst of the 
lung a roentgen examination is sufficient for the 
diagnosis. Of the 250 cases reviewed, hydatid cyst of 
the kidney occurred in 5 (2 per cent), which shows 
that renal involvement is not so rare as is generally 
supposed. In 2 of the latter cases the diagnosis was 
made from hydatiduria preceded by renal colic, 
and in 2 others copious hematuria was the first sign 
of the kidney tumor. Auprey G. Morean, M.D. 


DUCTLESS GLANDS 


Wintz H.L.: The Action of the X-Rays on the 
Endocrine Glands. Radiology, 1927, ix, 285. 


Roentgen irradiation of endocrine glands has 
proved of value not only as a therapeutic procedure 
in certain endocrine disorders but also in experi- 
mental investigations. As the various cell groups of 
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the glands differ in their radiosensitiveness, it is 
possible, by the aid of the roentgen rays, to inhibit 
certain parts of the glands while others continue to 
function. Such a selective action was previously 
unattainable. 

The actions which are theoretically possible when 
exactly graduated quantities of the rays are applied 
to an endocrine gland are: (1) total destruction of 
the gland; (2) temporary impairment of all of the 
glandular tissue with maintenance of the possibility 
of regeneration, (3) complete destruction of highly 
sensitive cell groups with complete preservation of 
less sensitive cell groups, and (4) a general increase 
in the activity of the cells, i.e., stimulation. These 
possibilities require very exact dosage. 

The ovaries present the most favorable conditions 
for work on experimental lines as they permit com- 
parative measurements and the exact reproduction 
of the dose. By graduated quantities of the roentgen 
rays, castration, permanent amenorrhoea, or tem- 
porary sterilization may be obtained, results which 
are demonstrable by histological changes in the 
ovary. It can be shown also that with temporary 
sterilization, the influence of the ovary on the 
endocrine system is preserved. This is proved by 
absence of the deficiency symptoms and metabolic 
alterations which occur with permanent amenor- 
rhoea and total sterilization. Detailed accounts 
are given of the various histological changes pro- 
duced by different dosages, and the clinical results 
obtained are explained on the basis of these findings. 

The author discusses also the interrelationship 
between the endocrine glands in various diseases as 
indicated by roentgen treatment. With regard to 
the interrelationship between the ovary and thyroid 
he deals with thyroid dysfunction of the ovary, 
ovarian hyperthyroidism, and dysfunction of the 
thyroid on the basis of hypothyroidism. 

In dysfunction of the ovary due to hyperfunction 
of the thyroid, which is manifested by polymenor- 
rhoea and dysmenorrhcea, roentgen-ray treatment 
of the thyroid gland is indicated. 


Persons with ovarian hyperthyroidism suffer 
primarily from an ovarian dysfunction which is 
often based on inflammatory changes, and later de- 
velop hyperthyroidism. Roentgen-ray treatment 
of the thyroid is not indicated in this condition, but 
temporary sterilization is advisable. 

In dysfunction of the thyroid on the basis of 
hypothyroidism the most important signs are 
polymenorrhoea, increased and prolonged menstrual 
bleeding, and hypofunction of the thyroid. Roent- 
gen-ray treatment of the thyroid is contra-indicated. 
In cases of amenorrhcea due to hypothyroidism it is 
well to prescribe thyroid preparations with ovarian 
preparations. Stimulative roentgen-ray therapy is 
contra-indicated. 

The article contains detailed histories of cases 
showing a disturbance in the interrelation of the 
endocrine glands. Apotpn Hartune, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Watt, J. C.: The Deposition of Calcium Salts in 
Areas of Calcification. Arch. Surg., 1927, xv, 89. 


Watt reports his findings with regard to the de- 
position of calcium salts in human artery walls, 
calcified areas of choroid plexuses, pineal glands, 
and thyroid glands. He found that pathological 
deposition of calcium is not associated with any one 
type of cell but occurs in many different tissues; 
that no living cells are included in the masses; that 
there is no definite cellular membrane surrounding 
the mass to which its origin could be ascribed; and 
that the masses of calcium are not encapsulated or 
sheathed by fibrous tissue suggesting a tissue reac- 
tion to them. 

The most logical explanation for precipitation is 
the theory advanced by Wells and others that the 
calcium salts contained in solution in the blood and 
tissues are soluble only because of a fixed content of 
carbon dioxide in the solutions, and that they are 
precipitated when the amount of carbon dioxide is 
decreased. Pau C. Cotonna, M.D. 


id 
at 
nt 
or 
e- 
’s 
or 
in 
1- 
Ss, 
ns 
re 
50 
7; 
1- 
n 
le 
y 
2 
it 
n 
t- 
a 
e 
e 
yf 
y 
n 
e 
of 


BIBLIOGRAPHY of CURRENT LITERATURE 


Note.—T#HE Botp Face FIGuRES IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE oF THIS 
IssuE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May BE Founp. 


SURGERY OF THE 


Head 


Depressed fractures of the anterior wall of the frontal 
sinus. M. DécHAUME and F. ConpaAmin. Lyon chir., 1927, 
Xxiv, 269. {1] 

A case of enlargement of the frontal bone, maxilla, and 
mandible. - FauLper. Proc. Roy. Soc. Med., Lond., 
1927, XX, 

of the frontal bone. W. Isppotson. 
Soc. Med., Lond., 1927, xx, 1769. 

Postnatal ossification of the aatetel bone. W. Epwarps. 
Brit. M. J., 1927, ii, 495. 

The management of head injuries. R. D. McCiure and 
A. S. CRawrorp. J. Michigan State M. Soc., 1927, xxvi, 


Proc. Roy. 


oor infections of the head. E. E. Poos. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 798. 

Streptococcus mucosus infection causing lateral sinus 
thrombosis. H. J. Prorant. California & West. Med., 
1927, XXVii, 364. 

Otogenic obdurate thrombophlebitis of the lateral sinus 
with imperforated tympanum. D. Massa. Rev. especiali- 
dades, 1927, ii, 283. 

A case report: lateral sinus thrombosis with delayed 
metastasis. R. A. > aaa Ann. Otol., Rhinol. & Laryn- 
gol., 1927, xxxvi, 

The diagnosis sinus infection. G. L. Tory. 
Atlantic M. J., 1927, Xxx, 759 

Surgical intervention in ecttens of the lateral sinus and 
internal jugular vein. G. PorTMANN and J. DeEspons. 
Rev. de chir., Par., 1927, xlvi, 244. 1 

Congenital malformations involving the middle line of 
the face. E. Capenat. Bruxelles-méd., 1927, vii, 1151. 

Deformities of the face. E. D. Hicusmrr. South. M. 
1927, xx, 688. 

Mikulicz’s syndrome: a report of 10 cases. A. J. 
ScHAFFER and A. W. JACOBSEN. Am. J. Dis. Child., 1927, 
XXxiv, 327. [2] 

A rare complication in a case of epidemic parotitis. E. 
Benassi. Riforma med., 1927, xliii, 796. 

The treatment of postoperative suppurative parotiditis. 
W. H. Fisuer. Ann. Surg., 1927, Ixxxvi, 445. 

Fistula of Stenson’s duct cured by radiothera 
Monop and P. Movre. Bull. et mém. Soc. nat. 
1927, liii, 1007. 

Papilloma of Stenson’s duct followed by great enlarge- 

ment of the parotid gland: a case for diagnosis. H. N. 
BarneEtTT. Proc. Roy. Soc. Med., Lond., 1927, xx, 1773. 

A large malignant tumor of the ‘cheek of 3 years’ duration. 
G. A. WyetH. Am. J. Surg., 1927, iii, 295. 

The diagnosis and treatment of fractures of the jaw. 
O. Jonas. 1927: Leipzig, Thieme. 

Chronic enlargement of the upper jaw. G. W. Bap- 
GERow and F. C. OrMERop. Proc. Roy. Soc. Med., Lond., 


1927, XX, 1779. 


chix, 


HEAD AND NECK 


Chronic hyperplasia of the upper jaw. F. B. GitHespy. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1739. 

Metallic loops through the bone to hold the ascending 
rami in place in fractures of the lower jaw; their use in a 
case of bilateral retrodental fracture. C. LENORMANT and 
M. Darcissac. Bull. et mém. Soc. nat. de chir., 1927, = 
503. 

Restoration of the mandible by osteoperiosteal tibial 
grafts. R. CASsANELLO. Arch. ital. di chir., 1927, xviii, 90. 

Bilateral resection of the mandible for prognathism. L. 
Scnuttz. Surg., Gynec. & Obst., 1927, xlv, 379. 

The pathology and treatment of loose teeth. W. Prarr. 
Fortschr. d. Zahnheilk., 1927, iii, 408. 

Further investigation of the pathology of dentigerous 
cysts, with a new treatment based thereon. E. SprRawson. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1781. [2] 

Adenoma of the salivary glands; the report of a possible 
case. J. McFARLAND. Am. J. M. Sc., 1927, clxxiv, 362. 

Muscular and osseous wry neck and the cause of the 
facial asymmetry. O. Beck. Zentralbl. f. Chir., 1926, liii, 
1022. 


Eye 


Ophthalmic contacts with otolaryngology. W. H. 
— Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 


<n and the consulting optician. G. W. 
Harty. Med. J. Australia, Supp., 1927, p. 216. 

The technique of extraction of intra-ocular foreign bodies 
by means of the giant electromagnet. MArQquEez. Med. 
Ibera, 1927, xi, 62. 

A piece of steel removed from the eye with a magnet. 
C. T. Wotre. Kentucky M. J., 1927) XXV, 504. 

Two curious optical illusions. G. L. Jounson. Arch. 
Ophth., 1927, lvi, 465. 

Lantern demonstration of the filtration angle. H. 
HERBERT. Proc. Roy. Soc. Med., Lond., 1927, _ 1795. 

An eye shield. J. M. Parton. J. Am. M. Ass., 1927, 
Ixxxix, 1058. 

Osteitis deformans and the eye, ear, nose, and throat 
specialties. S. Moore. Ann. Otol., Rhinol. & Laryngol., 
1927, Xxxvi, 662. 

Ocular manifestations in cerebral syphilis, tabes, and 
congenital paralysis. Fucus. Prog. de la clin., Madrid, 
1927, XV, 624. 

Progress in diseases of the eye. W. McL. Ayres. J. 
Med., Cincinnati, 1927, = 320. 

External eye diseases. E. R. CRosstey. Illinois M. J., 
1927, lii, 221. 

Causes of blindness in Missouri and in St. Louis. H. D. 
Las. Arch. Ophth., 1927, lvi, 469. 

The clinical importance of metastatic ophthalmia. 
Pautarp. Arch. de med., cirug. y especial., 1927, viii, 90. 

Metastatic phlegmonous panophthalmitis, G. N. 
Brazeau. Am. J. Ophth., 1927, 3s. x, 685. 


62 


tr 

tr 

L 

I 

J 

al 

ti 

Is 

F 

A 

O 

A 

E 

B 

Se 

R 

H 

g| 

a 

L 

C 

3 

sl 


HIS 
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